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Health and Fitness 


The future of America depends to a large extent on 
the health and fitness of our youth. Only the healthy and 
fit child and young adult can take advantage of the edu- 
cational process to the fullest capacity. To ensure the best 
health possible in our youth requires a well conceived, con- 
scientiously administered school health program including 
adequate health services, functional health teaching, safe 
and healthful living conditions, and appropriate physical 
education for all students. This needed health and fitness 
program has already been set forth in numerous references. 
It has been formulated by representatives of education, med- 
icine, and public health. But its application in our schools 
and communities has been spotty. 

Providing such a program in any community is too 
large a task for any one profession to accomplish. It re- 
quires a variety of skills and abilities. Consequently it can 
be achieved only through teamwork—parents, physicians, 
dentists, school and health department personnel, and others. 
Policies and procedures that have been agreed upon on the 
national and state levels must be adapted to the needs of 
the local situation. Only through the cooperation and co- 
ordination of all concerned can this be accomplished. 

A clear definition of the school health program is man- 
datory. Only education, preventive, and protective services 
should be included. Treatment, other than emergency care 
of injuries and illnesses, does not fall within the scope of 
a school health program. 

Parents have the primary responsibility for the health 
of their children. The physician, in his role as the parents’ 
agent, counsels with them whenever possible and carries on 
an interpretive program that stresses this parental responsi- 
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bility. The health program should always be 
developed so as to reinforce and not to obviate 
these privileges and obligations of the home. 
Physicians, as medical society representatives 
or as individuals, also play a role in community 
education and counseling with school admin- 
istrators that can be carried out by no other 
persons. Their attitudes toward school health 
determine, to a large degree, the level of school 
health services in the community. If the phy- 
sician’s attitude is one of boredom or disdain, 
then the program is predetermined to be on a 
level lower than it should or could be. Only 
through the active participation of physicians 
can any school health program be successful. 
Ways in which such a program can be put 
into effect were outlined recently at the second 
Texas Conference on Physicians and Schools 
sponsored by the Committee on School-Physi- 
cian Relationships of the Texas Medical Asso- 
ciation. Fred V. Hein, Ph.D., consultant in 
health and fitness of the American Medical 
Association Bureau of Health Education, spoke 
at the conference luncheon. He quoted Dr. 
Dwight Murray, past president of the Ameri- 
can Medical Association, as advocating the fol- 
lowing program for health and fitness: 


1. A planned program of health instruction 
throughout grades 1 to 12, taught by informed and 
interested teachers, and stressing positive practices 
and principles. 

2. A screening program in the schools for vision, 
hearing, and growth defects, among others, for re- 
ferral through the family for medical attention. 

3. Periodic medical examinations, preferably by 
the child’s own family physician. 

4. Adequate follow-up procedures that ensure 
prompt correction of remediable health problems. 

5. A program to encourage optimum adjustment 
to irremediable health problems. 


REFERENCES: 

1. Suggested School Health Policies, Joint Committee on 
Health Problems in Education, American Medical Associa- 
tion, Chicago, 1956. 

2. Health Appraisal of School Children, Joint Committee 
on Health Problems in Education, American Medical Asso- 
ciation, Chicago, 1957. 

3. Report of Fifth National Conference on Physicians 
and Schools, Bureau of Health Education, American Medical 
Association, Chicago, 1956. 

4. Summary of the First Texas Conference on Physicians 
and Schools, Texas Medical Association, Austin, 1956. 
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6. Policies for accident prevention, communicable 
disease control, and emergency care, to reduce pre- 
ventable illness and injury to a minimum and to 
assure proper care when sudden illness and accidents 
occur. 


7. Establishment of environmental conditions in 
our homes, schools, and communities that are con- 
ducive to health and optimum growth and develop- 
ment. 


8. A broad program of physical education for all 
children, conducted so as to challenge and interest 
the weak and the average child as well as the physi- 
cally gifted. 

9. Professional leadership in education, medicine, 
and public health with the vision to agree on indi- 
vidual and group responsibilities for fitness, the skills 
to carry these out effectively, and the ability to in- 
terpret the over-all program so well as to assure 
public support. 

10. Interprofessional teamwork among educators, 
private physicians, and public health personnel, based 
on mutual appreciation of each other’s professional 
prerogatives and responsibilities and mutual dedica- 
tion to the welfare of children and youth. 


Enthusiasm over this type of positive approach 
to school health was evident among the physi- 
cians, public health officials, and school person- 
nel who attended the conference in Austin, but 
it will take the interest, encouragement, and par- 
ticipation of many more individuals—including 
physicians—back home in every community if 
children and young people are to have the ad- 


vantage of the best possible health program. 
—A. R. HAZZARD, M.D., Giddings. 


Resolved: Early Action 
Means Good Action 


Resolutions adopted—or not adopted—by 
the House of Delegates of the Texas Medical 
Association frequently set important policy and 
determine important programs for the physi- 
cians of the state. Too often in the past such 
resolutions have been introduced before the 
House one day with a vote being taken the 
next day, all without much opportunity for the 
delegates themselves (much less the county so- 
ciety members they represent) to evaluate the 
resolutions with all their ramifications. 

The Rules Committee authorized by the 
1957 House of Delegates to suggest procedures 
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for streamlining and increasing the effective- 
ness of the House is recommending strongly 
this year that county societies or individual 
members of the Association who contemplate 
offering resolutions to the House prepare these 
and submit them to the Executive Secretary in 
Austin in time for them to be distributed for 
study throughout the state before the annual 
session. This would permit each county med- 
ical society to know what business is to come 
before the House, discuss it, and either instruct 
its delegate how to vote or let him know the 
reaction of his colleagues so as to cast his ballot 
more intelligently. A plea is being made to 
all officers and committees responsible for sub- 
mitting annual reports for action by the House 
of Delegates to get these reports in on time 
also, so that they may be studied in advance by 
delegates and county societies—again laying the 
groundwork for action which will reflect the 
wishes of a broad segment of the membership 
and at the same time limit tedious and time 
consuming debate on the floor of the House. 
The By-Laws of the Association call for offi- 
cer and committee reports to be submitted to 
the Executive Secretary 60 days prior to the 
meeting of the House of Delegates (February 
20 this year). Resolutions received by that 
date or very shortly thereafter will be included 
with the annual reports in the printed Hand- 
book for Delegates, which will be mailed to 
delegates, alternates, and county society secre- 
taries about March 20. If resolutions are de- 
layed but are received by April 1, they will be 
multilithed and distributed to the same list. 
Occasional complaints that the Association 
is being run by a few and more frequent com- 
plaints that the meetings of the House of Dele- 
gates are long, tiring, and sometimes full of oral 
information not entirely understood by those 
voting on a given issue can be overcome by ad- 
vance planning and adherence to the calendar 
proposed by the Rules Committee. Only emer- 
gency items arising unexpectedly shortly before 
or during the annual session need be handled 
without advance notice to delegates and those 
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they represent. Such procedure is bound to result 
in more democratic, sounder setting of policy. 


Using Health Insurance Wisely 


Statistics emphasizing the tremendous growth 
of voluntary health insurance in this country 
are no longer startling because we have become 
accustomed to the fact that more and more 
Americans are covered by some form of hos- 
pital and medical care insurance. But this is 
no cause for complacency. 

Too many persons have no health insurance. 

Too many are dissatisfied with the insurance 
they have, often because of a misunderstanding 
about what coverage they bought. 

Too many patients take advantage of their 
insurance, failing to recognize that they may 
be helping to push premiums up. 

Too many doctors and hospitals submit state- 
ments for payment by insurance companies 
higher than they would charge the patient 
without such coverage, also contributing to the 
upward spiral of premium rates. 

The Council on Medical Economics of the 
Texas Medical Association has become con- 
cerned about the health insurance picture, as 
have other leaders of the Association and of 
the medical profession generally. Voluntary in- 
surance, if it blankets the citizenship, if it takes 
care of patients as they expect, and if it is used 
judiciously, can go far to answer the demand 
for health care within the means of those who 
need it and to defeat governmental expansion 
into the health care field. If independent, free 
enterprise, voluntary programs fail, however, 
government medicine seems inevitable. 

Meeting January 18 in Austin with repre- 
sentatives of the Health Insurance Council and 
of leading health insurance carriers, the Council 
on Medical Economics decided jointly with the 
Health Insurance Council (representing asso- 
ciations embracing companies which provide 
90 per cent of the accident and health policies 
written by the insurance business) to initiate 
a program aimed primarily at educating physi- 
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cians in the problems confronting the insurance 
industry and at educating the patient in proper 
use and evaluation of insurance liability. 

The Council on Medical Economics expects 
to recommend the appointment of insurance 
committees in county medical societies which 
will take time to become well versed in the 
problems relating to health insurance and lead 
the educational campaign in their communities. 
Arrangements also were made for the Health 
Insurance Council to assist in bringing up to 
date the Texas Medical Association brochure, 
“Your Health Plan Guide,” for distribution to 
patients. It was recommended that the Health 
Insurance Council tell its story in hospital staff 
meetings and to other professional groups as 
well, since the understanding and cooperation 
of all persons interested in seeing voluntary 
insurance succeed are needed. 

The most pertinent problem existing today 
in the health insurance field is the gradually 
increasing cost of medical care, those at the 
Council on Medical Economics meeting agreed. 
Although health care, considered in terms of 
resulting longevity and well-being, is a bargain, 
the fact remains that the insidious upward trend 
in costs, if not kept in check, is bound to spell 
trouble for voluntary insurance and the free 
enterprise system for medicine, hospitals, and 
all the ancillary groups. 


Cooperative Efforts 


Pay Big Dividends 
In Annual Session Program 


As a result of cooperation between the Texas 
Medical Association and approximately a score 
of related specialty societies, Texas physicians 
have offered to them in the spring a scientific 
program beyond compare. Seventeen related or- 
ganizations (plus several other special groups) 
will meet in conjunction with the Texas Med- 
ical Association’s annual session April 19-22 in 
Houston, bringing to Texas from all parts of 
the nation 25 guest speakers, whose expenses 
are shared jointly by these groups and the Asso- 
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ciation, to lend their talents to the various 
phases of the program. 


Several years ago the guest speaker list for 
the annual session numbered only 2 noted med- 
ical experts. Then the idea developed of the 
mutual advantage of having all groups meeting 
at the time of the annual session cooperate both 
in planning their programs and in bringing 
guest speakers to the meeting. The Associa- 
tion’s Council on Scientific Work has served as 
the steering committee and coordinated and su- 
pervised the efforts of all concerned. Only 
groups which open their scientific meetings to 
members of the Association are approved as 
related organizations. 

It is a source of satisfaction to those leaders 
in Texas medicine who have seen and helped 
create the favorable results of such cooperative 
efforts to learn of specialty groups wishing to 
organize at the annual session. The Texas So- 
ciety of Athletic Team Physicians will have an 
organizational meeting.in Houston; and last 
year the Texas Physical Medicine and Rehabili- 
tation Society, now tentatively approved as a 
related organization, organized in conjunction 
with the annual session. 

Financial support is given to bringing two 
cancer experts to Texas by the Texas Division 
of the American Cancer Society and for a noted 
pediatrician by the Texas Pediatric Society even 
though the groups do not meet at the annual 
session, and other groups contribute in other 
ways to the success of the program. 

In addition to strengthening the annual ses- 
sion program, this cooperative arrangement is 
noteworthy for another reason. It is helping to 
reverse the trend evident several years ago to- 
ward a disunified medical profession, with each 
specialty group going its separate way. 

Some details of interest concerning specialty 
society programs may be found in the organi- 
zation section of this Journal, and the complete 
programs will appear in the March issue. It is 
hoped many physicians will plan now to take 


advantage of the outstanding program in 
Houston. 
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Presidents Page 


Your Profession and Your Country 


Need Your Help Now 


The Jenkins-Keogh bill now before Congress would allow a pro- 
fessional man to invest a portion of his annual income for retirement 
purposes. The income tax on the portion thus set aside would be de- 
ferred until the investor reached retirement age and began to use it. 
The rate of income tax would depend then upon the amount with- 
drawn each year. Thus, if a physician drew $8,000 per year and had 
no other income, he would pay the same income tax as others in the 
$8,000 bracket. 

The Kean bill, H.R. 8883, would force all physicians to enter the 
social security system. Since only one doctor out of seven retires, you 
can see how unrealistic this is. As you've heard again and again, the 
present social security system is actuarially unsound. It was begun 
under the guise of helping old people who are so unfortunate that 
they had laid up no money for their retiring years. The physicians 
have never asked for this protection but have always thought it best 
to provide for their own retirement. The do-gooders now claim that 
the physicians are selfish because they will not readily or voluntarily 
enter this socialistic ideal which Karl Marx says is absolutely necessary 
for a nation under free enterprise to accept before it can become 
communistic. 

The Forand bill, H.R. 9467, would force millions of people to 
become wards of the government. Under this bill all people covered 
by old age and survivors insurance, their survivors, and their bene- 
ficiaries would be entitled to free hospital and medical care. When 
the Wagner-Murray-Dingell bill failed to pass Congress a few years 
ago, the opponents of this bill broke it down into many small facets. 
Each year they try to slip a portion or several portions of this bill 
through Congress. Only vigorous opposition will keep this country 
from entering total socialized medicine within the next decade. 

We have a remarkable educational system with superbly trained 
teachers. Most of them are eager to do a good job. But during the 
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past few years the good teachers have been overshadowed by profes- 
sional educationalists who have been preaching progressive education 
and federal subsidization of our schools. As a result many schools 
are not teaching enough science, health, hygiene, government, history, 
and English to prepare our youth properly for the strong competition 
of this atomic age. This year Congress will be bombardéd with pro- 
posals to give federal aid to our schools. The bureaucrats have the 
President pushing this legislation. It always has been maintained by the 
socialists and communists that central control of education was neces- 
sary to break down the system of free enterprise. Once the government 
begins subsidizing our school system, federal control will follow. 

We have been under a continuing crisis for the past two or three 
decades. At the height of each crisis the cry has come from Wash- 
ington to give them more bureaus and more billions of dollars. This 
has resulted in the national debt being larger than that in all the other 
nations combined; it has increased our federal budget to more than 
20 times the annual budget of three decades ago; and it has caused 
a rapid rise in taxation which now is discouraging the initiative neces- 
sary to free enterprise and soon will result in complete destruction 
of our way of life. 

Our congressmen are anxious to know what the people back home 
want. The past few years the opponents of our constitutional system 
have been far more vocal than the more conservative element. Only 
by taking an occasional evening or week end off and studying these 
bills thoroughly can we become familiar enough with them to write 
our congressmen intelligently. A golf game, a fishing trip, or an out- 
ing would be much more pleasant to the busy physician. But by 
making these sacrifices we will be contributing almost as much to 
our profession and our country as the soldiers at Valley Forge, the 
heroes at the Alamo, or the small victorious band at San Jacinto. 
There is no other way of preserving our glorious heritage. 


LU ts. Sa 
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The Modern 


Department of 
Psychiatry in the 
General Hospital 


D. EWEN CAMERON, M.D. 


Montreal, Canada 


HE ESTABLISHMENT of the psychiatric unit in 

the general hospital probably has done more to 
advance psychiatry than any single diagnostic or thera- 
peutic discovery. It has brought psychiatry into inti- 
mate contacts with the rest of medicine, has increased 
immensely its status as a discipline of the university, 
and has opened the way for a close working relation- 
ship not only with the other medical sciences but with 


all those disciplines which are concerned with human 
behavior. 


Dr. D. Ewen Cameron, chairman 
of the Department of Psychiatry, 
McGill University, and director 
of Allan Memorial Institute of 
Psychiatry, presented this paper 
for the Texas Neuropsychiatric 
Association April 28, 1957, at 
the Texas Medical Association 
annual session in Dallas. 


The psychiatric division of the general hospital became pos- 
sible once psychiatric diagnosis and treatment became suf- 
ficiently effective to provide that the stay in the hospital 
would be short and effective. The most progressive depart- 
ments are open and provide a full range of treatments, both 
on an in-patient and ambulant basis. 


The psychiatric divisions of the general hospital be- 
came possible once psychiatric diagnosis and treatment 
reached a point of effectiveness which made the dura- 
tion of stay of the psychiatric patient in a general hos- 
pital setting feasible. 

The drive to understand ourselves is everywhere in 
evidence—new laboratories, new research departments, 
field studies. This forceful and unresting determina- 
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tion to follow through and ultimately to control the 
workings of human nature has brought the creation 
of the psychiatric divisions of the general hospital—a 
social invention which has been carried forward on 
the zest, the imagination, and the energy of its leaders 
—to a resounding success. “Resounding” is an appro- 
priate word since within a little more than five decades 
the whole face of psychiatric hospitalization has been 
changed, and now one-half of all psychiatric patients 
who require hospital care obtain this in the psychiatric 
divisions of general hospitals. Let us now turn to the 
form which the psychiatric division has taken. 

No matter how novel, how unusual a departure may 
seem, such is our nature that these departures always 
bear a strong imprint from the past. 


CARRY-OVER FORM OF 
PSYCHIATRIC DIVISION 


Clearly, the psychiatric division carried over into 
its form and functioning much of the state hospital 
and something of the general hospital. Some of these 
carryovers proved themselves ineffectual and have 
been washed out as one new model of a psychiatric 
division has succeeded another. But long familiar 
models, especially in timorous minds, die hard. 

Hydrotherapy, that great standby of the turn of the 
century, soon passed away. It would be a little unkind 
to ask whether it was the cost of plumbing which di- 
rected its ineffectiveness to our attention. In plain 
fact, of course, far better methods of obtaining relaxa- 
tion are now available. 


OCCUPATIONAL THERAPY 


Occupational therapy is still with us and, in most 
centers, pretty much in the same form as it was, and 
still is, in existence in the state hospitals, where ap- 
propriately it, first, provides enriching of life for those 
people who must remain over extended periods of 
time and, second, serves as an alternative therapeutic 
measure for the vast number of patients who get no 
specialized therapy such as is an integral part of the 
work of the psychiatric department. 

In the latter, old time occupational therapy with its 
handicrafts, its paintings, its weaving, its wicker-work 
is already an absurd anachronism. Patients coming 
into the psychiatric division are put through an intense 
period of examination and no less intensive form of 
therapy. Their hours are necessarily highly scheduled. 
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HOSPITAL PSYCHIATRIC SERVICE—Cameron—continued 


As they are passed through some of the physical thera- 
pies, there is frequently a period of confusion during 
which no occupational therapy can possibly be carried 
out. In any case, the total duration of stay is so lim- 
ited that they cannot be taught the more complicated 
skills learned by the long-stay state hospital patient, 
and the simpler skills are often boring. No clear solu- 
tion for this has been found yet. We are presently 
experimenting at the Allan Memorial Institute of 
Psychiatry with a plan born of the growing free time 
of our days, of the shifting from a philosophy that life 
is for work to a philosophy that life is for living. 

This newer idea is that we should abandon the old 
occupational therapy entirely and set up in its place 
a service devoted to the detection of latent capacities 
in the person, capacities for public speaking, for artis- 
tic expression, for leadership, for mechanical manipu- 
lation, for mathematical work. Here we are proposing 
to draw upon the experience gained in the field of 
aptitude testing and the work which has been done 
by industrial psychologists in uncovering the capaci- 
ties of persons entering industry or seeking a promo- 
tion therein. 

After detecting these skills, the next question would 
seem to be to ask the psychiatrists why they have not 
previously detected and put them into operation, and, 
if there is no major psychological obstacle to this being 
done, we propose to provide the patient within the 
Institute an opportunity to undertake the first steps 
in unfolding these skills. Then when he comes to leave 
the Institute, he can be directed, if he so wishes, to 
some outside center where he can continue his studies 
in public speaking, in art, in mathematical work, or 
in the development of some particular hobby. Nat- 
urally, these activities would be seen as constituting 
not a vocation for the person but an avocation—some- 
thing which would tend to put to use to his profit and 
pleasure the increasing amount of free time which our 
society is ensuring for most of us. 


LOCKED HOSPITALS 


Another aspect of the state hospital which was ap- 
plied to the psychiatric division of a general hospital 
more than 50 years ago and from which many psy- 
chiatrists are now struggling to free themselves is the 
idea of the locked hospital. I can think of nothing 
more unhappy than the fact that some of these new 
psychiatric divisions of the general hospitals, built 
with such care as to structure and furnishing and with 
such thought devoted to heating, to the flow of traffic, 
to the ease of nursing operations, and to the general 
comfort of the patients, should embody at the same 
time such a crassly outmoded medievalism as locks, 
screens, peep holes, and all the paraphernalia of fear 
of the mentally sick person which has been such a 
dreadful hindrance to progress. 
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As those psychiatrists who have argued with their 
colleagues in other fields of medicine the desirability 
of establishing a psychiatric division in a general hos- 
pital well know, one argument which frequently is 
used is that there are psychiatric patients in any case 
on the medical floors—in surgery, in obstetrics and 
gynecology—being looked after by everybody but psy- 
chiatrists, and poorly looked after at that. It would 
be so much better, runs the argument, if these patients 
were in the psychiatric division where they would get 
first class treatment by adequately trained personnel. 
But what becomes of that argument when those pa- 
tients who were not particularly difficult or hazardous 
and were getting along without calamity where they 
were are now transferred to the new psychiatric di- 
vision where they suddenly become psychiatric pa- 
tients and must be locked up ipso facto? 


Many superintendents of course will say psychiatric 
patients must be locked up or somebody some day is 
going to commit suicide or run away. The counter 
argument to this is, of course, very simply, if one con- 
tinues to legislate for the exceptional case, one gets 
into a tighter and tighter spiral. Moreover, I have 
néver seen why one should be so alarmed about people 
going home from the psychiatric hospital since the 
same people are kept with the greatest equanimity on 
the waiting list at home for weeks and even months. 

There is probably no single step which psychiatry 
could take which would bring it more rapidly forward 
than a decision to abolish the locked door. It cannot 
be done overnight. Certain provisions may have to be 
made for special patients perhaps for some decades 
to come. But the means to control untoward behavior 
is available already. All that stops us psychiatrists is 
ourselves. 


PREOCCUPATION WITH STRUCTURE 


The last carryover to which I shall refer is the pre- 
occupation with structure rather than with function. 
There is no doubt that the two are intimately related. 
But we have found at the Allan Memorial Institute 
that we understood the operating of our psychiatric 
division much better when we saw it not simply as an 
array of rooms, floors, corridors, examining areas, rec- 
reation rooms, an occupational therapy division, and 
the like but rather when we tried to look upon it as a 
field of social force, a field in which are placed those 
things through which we seek to bring about prede- 
termined responses—our patients, our personnel with 
their various skills, our equipment, and our chemical 
agents. When we do this, we begin to get a much 
more exciting picture of the operating of the psychi- 
atric division of the general hospital. We see it in 
the first instance as an area in which great modifica- 
tions of behavior can be achieved. We see it too as a 
field which radiates out and maintains connections 
with the lives of people long after they have left. It 
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HOSPITAL PSYCHIATRIC SERVICE—Cameron—continued 


radiates out in the form of follow-up services, am- 
bulant facilities, and extension departments. Looking 
at the department as a field of force, we see too that 
within it are areas in which the forces act differently 
and with varying intensity. We have the acute treat- 
ment areas; we have areas of rehabilitation and other 
areas in which the dependency of the patient upon the 
hospital is slowly attenuated. These latter are the day 
hospital and the night hospital and our therapy unit 
to which people come at intervals for as long as 5 
years in the follow-up service. 


Still another vista which this concept of the depart- 
ment as a field of force opens up before us is that the 
modern psychiatric department, which has come so 
far from its beginnings with the Mosher Memorial in 
Albany, N. Y., in 1902, still contains vast potentiali- 
ties. Among these is the possibility that we may move 
beyond the concept of the psychiatric division being 
congerned only with the illness of the patient. We 
may expand into another field entirely, namely, into an 
area in which we shall offer the patient facilities to 
enable him to enhance his capacity to live. This al- 
ready has been glimpsed, as I have shown, in this new 
idea which we are evolving to take the place of our 
old concept of occupational therapy. It is also com- 
ing into being in our extension department. This is 
an organization in which we have provided an oppor- 
tunity to people to expand through seminars, film dis- 
cussion, and lectures their knowledge of themselves. 

Still another growing point of this new field is the 
well-being clinic. This is a service having some anal- 
ogy to the well-woman and well-baby clinics. Per- 
sons may come to such a clinic to be studied and to 
learn whether they are making full use of their capaci- 
ties, their talents, their personality assets or whether 
they are being limited and held back by some unsound 
attitude, some sensitivity, some emotional instability. 
Such well-being clinics can be set up in a YMCA, in 


a labor union, or as part of the health services of a 
community. 


PSYCHIATRIC DIVISION 
AS DYNAMIC AREA 


Let us take up this conception of the psychiatric di- 
vision as a dynamic area, a field in which social forces 
are in constant action upon the patient, modifying and 
molding his behavior. Viewing it in this living way, 
rather than in terms of structure, let us look at some 
events which go on within it from day to day. One of 
these is the flow of patients through the Institute. 

The psychiatric department of the general hospital 
came into existence, as pointed out earlier, when the 
development of diagnostic and therapeutic procedures 
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had reached such a point of effectiveness that the stay 
in hospital could be reduced to manageable propor- 
tions. Ever since that time, each new discovery, each 


mew invention in the psychiatric field, has rendered 


these psychiatric divisions more efficient and therefore 
more widely employed. Hence, a careful study of those 
factors which may speed the patient’s progress is of 
special importance. 


DECISIONS IN CLINICAL MANAGEMENT 


We come at once to the age-old problem of the 
clinical management of the patient. We find, how- 
ever, that although the problem may be old, in these 
days we can see it in somewhat different terms. We 
now begin to understand it as a living process which 
goes forward in a series of events taking place between 
the patient and the therapeutic team in the hospital 
setting. 

To my mind nothing more clearly illuminates the 
fact that the process is a living one than what happens 
when a patient is transferred from the service of one 
clinical team to another within the hospital. Our ex- 
perience has shown that the patient's progress towards 
recovery stumbles. Why should this be so? As we 
contemplate the problem, we see that a number of sim- 
ple things, things which we took for granted 20 or 
30 years ago, now have become in the light of our 
present day knowledge much more complicated and 
involved than they ever were thought to be. 

For instance, a fundamental aspect of the manage- 
ment of a clinical case is the making of a series of 
decisions—as to moving from one form of treatment 
to another, the use of ancillary therapeutic personnel, 
relatives’ visits, visits home, and finally discharge. 
Thirty years ago decision making was hardly regarded 
a subject for study. One naturally made decisions just 
as one naturally placed one foot in front of the other 
when one walked. Today one finds that this is any- 
thing but the case. Now as one studies the process of 
decision making, one sees that it is far more compli- 
cated than was ever imagined. With the growing com- 
plexity of skills required in the care of the psychiatric 
patients, I am sometimes confronted with the ques- 
tion of who makes the decision. Is it the head of the 
therapeutic team? Is it the team itself, or is it some 
person within the team? 

This much I can say, that if there is disagreement 
within the team as to the course to be followed, even 
if that disagreement should be concealed, there is apt 
to be a serious slowing of the patient’s recovery. This 
observation is clearly akin to what has been noted by 
the Chestnut Lodge workers who indicated that dis- 
turbed behavior in a certain number of instances could 
be traced back not to fluctuations in the patient’s con- 
dition originating within himself but to the impact on 


him of disagreements between the members of the 
staff looking after him. 
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THE THERAPEUTIC TEAM 


Here suddenly we find ourselves gazing into another 
dimension of treatment—one which until a few years 
ago had not previously been thought of as really and 
truly constituting therapy, and that is the forces at 
work within the therapeutic team. In this dimension, 
together with the process of decision making, are to 
be discovered two other matters which greatly affect 
the speed of progress through the hospital. The first 
of these is the process of problem identification. 
From its earliest days medicine has seen the diagnosis 
as the first step toward therapy, but problem identifi- 
cation is now a much more complex affair because 
earlier clinicians saw the formation of the diagnosis 
as something which depended upon the collection of 
facts about the patient and the setting of them into 
logical patterns. Nowadays we are much more aware 
that the very selection of facts, let alone the placing 
of them in their sequence, is dependent upon factors 
at work in those who are collecting the data. Mem- 
bers of the team vary considerably not only in gen- 
eral capacity for problem identification but also, for 
reasons which are not at all clear, in their day-to-day 
capacity to identify certain problems at all. Clearly, 
if the therapeutic team is one which has a limited 
capacity to see problems or has a bias to see certain 
kinds of problems and not others, again the successful 
progress of the patient will be delayed. 


Decisions have to be made, problems have to be 
identified, but again we come to another elemental 
factor in the progression of the patient through the 
department, namely, that what has been identified 
and what has been decided has to be communicated. 
Once again communication between members of the 
therapeutic team is no simple matter. There are bar- 
riers of prestige and of personnel relations which miay 
interpose between the members of the team con- 
cerned with the patient, and important observations 
may not be passed forward. 


Recently in one of the Institute’s therapeutic teams, 
much concerned with day-to-day assessment of con- 
fusion in patients under certain types of experimental 
therapy, reports were not coming in from the occu- 
pational therapist, for the simple reason that the occu- 
pational therapist had not ordinarily accompanied 
this team on its regular rounds. When one did ob- 
tain a report from her, it was clear that she was in 
a better position to furnish the team with day-to-day 
observations about confusion than almost anyone else. 
The occupational therapist saw the patient actually 
attempting to do things, to solve problems for per- 
haps 2 to 4 hours a day, whereas the intern sitting 
with the patient was concerned mainly with his ca- 
pacity to respond to verbal cues. 
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QUALITIES OF TEAM’S LEADER 


The last aspect of this new dimension to be dis- 
cussed is the qualities of the leader of the team him- 
self. These observations are pertinent not only in the 
psychiatric field, but also in general in medicine. We 
know a certain amount about the qualities of the suc- 
cessful therapist—his perceptiveness, his «bility to 
form a close relationship with the patient, and his 
ability nonetheless to remain objective, and certain 
other qualities which I should like to stress. Among 
these are his resolution, his ability to stand stress, his 
persistence, and, in a.word, his courage. As we all 
know, we cannot let ourselves be overwhelmed by 
relapses or untoward events. 


We have all seen instances in which patients have 
been given a form of therapy, have made a good pre- 
liminary recovery, and then have relapsed. Although 
they had had that initial good response, that type of 
treatment was never used again with that particular 
patient. ' 

In contrast I have found in our follow-up plans 
that long-term persistent efforts, despite initial re- 
lapses and slow response to therapy, have brought 
some remarkable results in patients who have been 
described as chronic and incurable. 


NATURE OF TREATMENT 


Thus we can see that not only are new therapies 
being put into operation but whole new conceptions 
of the nature of treatment are being opened up. One 
is the significance of the interactions which go on 
within the therapeutic team and their impact upon 
the patient. Another great conception is with respect 
to the operation of the setting in which therapy is 
being carried out. We have come to realize that the 
setting in which a process goes forward determines 
in varying degree the nature and direction of that 
process. This has opened up an exciting arena—the 
inventing of new types of setting in which to carry 
forward treatment. 


The open hospital is one which has long been 
known. The day hospital is another kind of setting 
which has its own influence on the nature and quality 
of therapy, as does the night hospital. Well-being 
clinics are another invention and so is the extension 
department. 


The operation of the open hospital presents many 
intriguing puzzles. One is a matter of concern not 
so much to those who have already had the experience 
and have got the feel of running an open hospital, 
but to those who are shivering on the brink of a de- 
cision to leave the doors unlocked. This is the prob- 
lem of the patient who goes home without notice or 
simply runs away. When this happens, there is apt 
to be in some of the more traditional hospitals, a 
tremendous hubbub. The administration speeds up 
to get the patient back at all costs, several categories 
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of staff are alerted, relatives are called, police are 
brought in, and on the heels of this follows a grim- 
faced drive to affix blame. Indeed the running away 
of a patient is an event which triggers off the highest 
degree of anxiety, more than if the patient were to 
die and certainly more than if he were to die from 
some respectable disease like pneumonia or diabetes. 

When one considers that most psychiatric patients 
have been on the waiting list for weeks or months 
and that although once they are admitted they are 
called “patients,” they are really the same people that 
they were before they came in, such anxiety save in 
the rare case of the acutely suicidal patient or violent 
patient is unrealistic. It is rare that an acutely suicidal 
patient runs away from an open hospital for the 
simple reason that since he cannot be locked up, he 
must be intensively treated and if such patients are 
intensively treated, all but a small fraction get over 
their suicidal and violent drives within a few days, 
sometimes within a few hours. 


It is very important that when a patient does run 
away, the psychiatrist-in-chief and his staff should 
take all possible means to abate the anxiety of the 
other personnel; otherwise their efficiency will be 
seriously impaired. If they are wise, they already will 
have taken steps to see that when the patient comes 
to the open hospital, his family is made aware that 
he may return home on one or perhaps more oc- 
casions and that the hospital always will be willing 
to take him back if he wants to come provided he 
does not do this too often. If he does, then he will 
lose the privilege of being a patient in that hospital. 

The circumstances under which patients go home 
without leave fall into certain major categories. The 
first group is made up of those patients who were 
hostile to their admission in the first place even 
though apparently consenting or those who are very 
anxious. They usually leave within the first day or 
so. The second group is made up of those persons 
who become confused in consequence of physical or 
chemical therapy during the course of their stay and 
do not so much run away as wander away. A third 
group consists of those people who are attention seek- 
ing and who tend to leave the hospital as an expres- 
sion of their need for solicitude. Still another group 
is made up of alcoholics and perhaps the overactive 
manics and, most rarely, those who wish to commit 
suicide. 

With regard to the management of this problem, 
we have found it valuable to turn to psychosociologic 
factors. We have found that the more closely the 
patient is incorporated in the patient group, the closer 
he is to nurses and to the staff, the less likely it is 
that these situations will arise. And certainly the 
more likely it is that we will get advance warning 
and can deal with it, either by psychotherapeutic ex- 
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ploration with the patient or by means of sedation, 
or sleep therapy, or by electroshock treatment, de- 
pending on the patient's difficulties. Hence we lay 
great weight on patient discussion groups led by the 
nurses who study regularly in psychodynamic semi- 
nars run by the resident staff, who in turn are under 
training in group dynamics and group psychotherapy 
as part of their university diploma course. 


SUMMARY 


In this presentation, some of the major character- 
istics of the modern department of psychiatry have 
been sketched in. It is undoubtedly one of the most 
powerful of the weapons with which we are attacking 
mental illness. Despite the enormous amount of work 
that has been done on exploring and developing it, 
there remain within it opportunities for adventures 
in ideas, for the pursuit and capture of the future, 
which make it one of the most exciting inventions 
within the field of medicine. 


» Dr. Cameron, Director, Allan Memorial Institute of Psy- 
chiatry, 1025 Pine Avenue, West, Montreal 2, Canada. 


Medical 


Management of the 
Psychoneurotic 
Patient 


J. H. GREENWOOD, M.D. 
Temple, Texas 


RECENT SURVEY of the patients seen at this 
clinic revealed that about 70 per cent were not 
suffering from organic disease but from some psycho- 
somatic disorder. The object of this paper is to aid 
the physician in handling this type of patient—the 
patient who is suffering from some type of symptom 
complex that we will call psychoneurosis. 

I am not a psychiatrist and do not intend to tread 
upon a field that is completely removed from the 
majority of my training. Nevertheless, as my father 
practiced neuropsychiatry, I grew up with a practical 
conception of the relationship between psychiatry and 
internal medicine. Through the years we had many 
valuable discussions, not arguments, and my views are 
based upon this orientation and practical experience. 
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Until the general practitioner’s attitude toward 
psychotherapy can be converted to one of constructive 
optimism, little can be expected from him as a psy- 
chotherapist. The physician must realize that varia- 
ble emotions place stresses and strains upon the hu- 
man body. He must remember that these emotions 
may cause biochemical and/or physiological altera- 
tions in the organism just as surely as do chemical, 
bacteriological, or traumatic agents and mechanical 
stimuli or contacts. 

The cornerstone of psychotherapy must rest upon 
a close relationship between the patient and the phy- 
sician, the physician being careful not to bring his 
own emotions or reactions into the picture. If the 
physician does not have the time or if he has an in- 
herent distaste for the psychoneurotic patient, then 
he should not try to handle him. The more frequent- 
ly the physician sees this type of patient and the 
more time that he reasonably devotes, the more he 
will accomplish. 

If the psychoneurotic patient becomes angry or 
irritated, this attitude must be overlooked by the 
physician and he must strive harder to regain the 
patient’s confidence—always trying to help and not 
criticize. Thomas Rennie? stated in brief that the 
physician who is not trained in psychiatry should 
limit his techniques to environmental manipulation, 
release of emotions, explanations, reassurance, persua- 
sion, desensitization, and reeducation whenever these 
processes are utilizable at a conscious level. He should 
not try to uncover unconscious dynamic material, and 
he is not equipped to handle explorative techniques 
of narcoanalysis, hypnosis, free association, or dream 
analysis. 


EXPLANATION OF SYMPTOMS 


It is not convincing that all or nearly all of the 
psychoneurotic patient’s symptoms can be explained 
on the basis of some environmental maladjustment. 
This theory paints a beautiful picture, but it has no 
physiological basis. Recently, I observed a young 
man, an ex-soldier, who had developed pain in his 
right testicle. He was seen by several Army physi- 
cians. Following an appendectomy, the pain per- 
sisted. He then was referred to a psychiatrist who 
reasoned that a fear of his parents caused the pain. 
Upon being pronounced psychologically inadequate, 
he was discharged from the service. At our clinic, 
the main question that he asked was: “Assuming 
that I am afraid of my mother and father, and I 
didn’t know I was, why would it make my right 
testicle hurt and not something else?” Now, this was 
a good question that no one had attempted to an- 
swer. Thorough clinical investigation revealed this 
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patient to have a calculus in the pelvis of the right 
kidney. The point is that unless a patient’s symptoms 
can be explained on a sound, sensible basis, further 
exploration is indicated or the patient should be re- 
ferred elsewhere. Someone else may be able to un- 
ravel the symptom complex. 


Before treatment of the psychoneurotic patient can 
be instituted, the patient’s problem or problems must 
be inventoried very carefully. One should approach 
with caution just how much he should tell the patient, 
judging how much the patient is ready to accept. The 
patient must understand that within himself lies the 
basic fault; and the importance of emotional factors 
in the production of symptoms must be recognized. 


Dr. J. H. Greenwood, member of 
the Department of Internal Med- 
icine at Scott and White Clinic, 
presented this paper for the Sec- 
tion on Internal Medicine at the 
annual session of the Texas Med- 
ical Association in Dallas, April 
29; 19357. 


Most of the psychoneurotic patient’s symptoms are results of 
physiologic alteration caused by emotional stresses. Basically, 
etiology concerns conditioned reflexes, cyclothymia, and auto- 
nomic unrest. Time, understanding, release of emotion, persua- 
sion, reassurance, and explanation are tools used in treatment. 


As a rule, drugs, shock, and/or carbon dioxide therapy are not 
indicated. 


Let the patient talk. The patient can unburden 
himself by talking about the past and the present; 
and, as the physician becomes a friend to the patient, 
the need for Sodium Amytal to help solve the pa- 
tient’s problems lessens. Hence, the greater the phy- 
sician’s skill in talking with the patient, the smaller 
the need for drugs in handling the patient. This does 
not apply to police or criminal cases as this type of 
person will not cooperate voluntarily even though 
the physician tries to aid him to the best of his ability. 

In the management of the psychoneurotic patient, 
the physician first must be sure that there is no or- 
ganic lesion causing the symptoms. The next im- 
portant factor is adequate time to spend with the 
patient. It is impossible to treat a psychoneurotic 
patient successfully if the physician does not have 
the time to take an adequate history and explain the 
causes and the factors involved in the production of 
symptoms. It is not sufficient merely to say to the 
patient, “Mrs. Smith, there is nothing organically 
wrong with you. Your trouble is that you are not 
living right or thinking right, and until you go home 
and start living right and thinking right you will not 
get well.” This is exactly like telling a dud in golf 
that he will never learn to play the game until he 
learns to swing correctly and to develop the proper 
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temperament. Of course, the golfer knows this, but 
if he knew the answers he would be out there pick- 
ing up a few nickels on the side! 


One must remember also that there are patients 
with conditions that have been classified as similar 
to, or who do have mild cases of cyclothymia. These 
are patients who have very mild symptoms of de- 
pression or mania; and, in a way, most of us are to 
be classified in this category. This type of patient’s 
complex resembles a manic depressive psychosis, but 
his symptoms are of a much milder degree. For a 
few months, he may be depressed; then, for awhile, 
he may reach a normal level. Then, for a few months, 
he will be on top of the world, and feel fine and have 
boundless energy. During the depressive phase when 
he is having all sorts of symptoms, he may consult a 
physician who can find nothing organically wrong. 
Compensatory medication does not help, so he changes 
doctors. Again, he goes through all the history, physi- 
cal examination, and roentgenograms, and again no 
pathologic condition is revealed. This second doctor 
prescribes additional medication, but the patient does 
not respond. Perhaps he then consults still a third 
doctor. By this time he has emerged from his sub- 
clinical depression and is beginning to feel good. 
This third doctor checks him and prescribes—maybe 
just some orange pills. He is well in a few weeks, 
and thinks this physician is a great doctor. In a few 
months when he returns to his mild subclinical de- 
pression and comes to see the third doctor again, the 
treatment recommended affords no relief of symp- 
toms. So, he returns to the second doctor and obtains 
no benefit. But by the time he gets around to con- 
sulting his original doctor, he is on the upgrade again 
and his first doctor becomes the greatest doctor in 
the world. 


The psychoneurotic patient is a patient with a 
group of psychological reactions. The psychosomatic 
are symptom complexes varied in types recognized by 
the patient. Everyone has neurotic symptoms, but 
when they become incapacitating, the patient devel- 
ops psychoneurosis. The only way a physician can 
explain to the patient that he does not have an organic 
disease is by being careful not to make a diagnosis by 
exclusion as the patient can always think of or men- 
tion something that has not been investigated. The 
physician always should make a direct diagnosis of 
psychoneurosis, and then explain to the patient what 
is meant. Nearly all patients think that when a phy- 
sician makes a diagnosis of psychoneurosis he believes 
that they are imagining their symptoms. This is, of 
course, far from the truth. It always must be remem- 
bered, however, that a patient may have some organic 
disease in addition to the psychoneurosis, and an open- 
ing be left for this possibility. 

In the explanation and justification of the symp- 
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toms that the patient suffers, the physician is given 
certain privileges as a poet or artist in the portrayal 
of his ideas. A patient's symptoms may be explained 
to him in many ways. “Your mother was scared by 
a grasshopper” or “all you need to do is have a baby 
and you will be all right” represent inadequate ex- 
planations. One of the most useful methods for justi- 
fying the patient’s symptoms is by a comparison of 
the human body to that of another animal, following 
a pattern that will help the patient to correlate his 
symptoms with the animal in the comparison. If the 
current symptoms possibly had an organic beginning 
with the formation of a conditioned reflex mechanism 
later (as in frequently encountered cases of neuro- 
genic headache or diarrhea), then the physician might 
try to explain to the patient how a dog may be placed 
in a room day after day. At a certain time, he is given 
a plate of food, a bell is rung, and a green light is 
turned on, causing a marked flow of saliva. When he 
is placed in the same room, and the bell is rung, 
and/or the green light is turned on, but no food is 
present, the marked flow of saliva, nevertheless, will 
occur—showing that conditioned reflexes have been 
built. Through this medium of conditioned reflexes a 
good many of the patient’s symptoms can be explained. 


There are other symptom complexes which lend 
themselves best to an explanation by comparing the 
normal autonomic reaction in a cat to those occurring 
in the patient. One sees the patient with nausea, 
abdominal pain, frequent urination, dryness of the 
mouth, diarrhea, excessive sweating, tension pains in 
the back of the neck, fast pulse, or a host of other 
complaints. The explanation suggested for these pa- 
tients if they are reasonably intelligent is as follows: 
“We, as humans, as well as other animals, have two 
nervous systems. One system is controlled largely by 
the conscious mind, as in walking, writing, and so 
forth. We also have a rather prehistoric nervous sys- 
tem, one that apparently was the first to develop as 
we ascended the scale of evolution. This nervous 
system, the autonomic nervous system, primarily has 
the responsibility of taking care of and protecting 
the human body. Our food is digested, our heart 
beats, and we breathe the correct amount of oxygen 
without even thinking about it. If we had to con- 
centrate and think of all the many functions that are 
controlled by this nervous system, we probably would 
be in a critical condition in a very short period of 
time. It is unfortunate, however, that this autonomic 
nervous system also reacts in a rather primitive way. 
By this, we mean that it will react in about the same 
manner to a variety of stimuli. It really makes no 
difference whether the stimulus is anger, fear, anxiety, 
worry, or even extreme pleasure. Most of the reac- 
tions that occur have a purpose. Some of them may 
seem silly or ridiculous, but when considered in the 
light of the protection to the organism, one can un- 
derstand why the animals that react in the following 
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manner have been the ones that have been able to 
survive. For example, a cat that has eaten a large 
meal and is lying by the fireplace about half asleep 
sees a dog come into the room. From a state of anx- 
iety, the autonomic nervous system affords certain 
physiological changes to occur immediately. The pu- 
pils of the cat’s eyes will dilate; the cat, by having 
dilated pupils, not only can see directly ahead, but in 
addition can have a wider field of vision. He can see 
if there are any other animals sneaking around behind 
him, and at the same time not take his eyes off the 
main attraction, the dog. The hair on the back of 
his neck will stand up, and this makes the cat look 
larger. Therefore, there is less danger of attack. 

The patient, under tension, may have a headache 
extending into the back of the neck, and the muscles 
over the body may begin to tremble and become tense. 
(A muscle in this state is ready to go into action.) 
The heart begins to beat faster and the blood pressure 
rises, caused by direct stimulation as well as by secre- 
tion of adrenalin from the adrenal glands. 


The animal often will empty his bladder, will have 
diarrhea, or will vomit. Apparently, the purpose is 
to get rid of material in the bladder or gastrointestinal 
tract. Then, if he is attacked and bitten, the chances 
of rupturing the bowel or bladder are reduced greatly. 
If a tooth does penetrate the viscus, there will be less 
leakage, and the chances of survival are better. In 
contrast, one has seen the little puppy that comes into 
the room and when petted will wet all over the floor; 
or perhaps one can remember that when he came 
home from college for the first time, his mother, 
from the excitement and pleasure of seeing him, had 
to go to the bathroom in a few minutes. 


By correlating the patient’s symptoms with the 
symptoms that develop in the normal animal, it usu- 
ally is possible to make the patient understand that 
his symptoms are on a neurogenic basis. The patient 
will realize that the physician is not accusing him of 
imagining his: symptoms; and he can understand, in 
a way, why certain symptom complexes can and do 
develop. Frequently, he can be encouraged and fasci- 
nated by helping to find the cause of his previously 
unexplained symptoms. 

In combination with explanations already discussed, 
another theory that is of value is to point out that 
there are actually four things a person must do to lead 
a normal life. Using broad terms, one must have a 
certain amount of work, a certain amount of wor- 
ship, a certain amount of love, and a certain amount 
of play. The patient may be asked to look into his 
life patterns and determine if he stresses or if he 
neglects some of these phases. Then, he should try 
to balance his life, thus decreasing his symptoms. 

The doctor can serve as a machine by which the 
patient helps to relieve himself. The doctor becomes 
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the receptor-analyzer system. He should get on the 
same level with the patient, explaining to him the 
situation so that he will understand it. The physician 
must be able to discuss such subjects as sex, alco- 
holism, masturbation, contraception, withdrawal, and 
moral problems as to right and wrong without letting 
his emotions enter into his conversation. 

Weiss* has expressed the belief that there are three 
dynamic factors in psychotherapy: (1) the transfer- 
ence of the patient’s emotions to the physician, (2) 
the recalling of childhool memories, and (3) abreac- 
tion of emotion. This last term means not only that 
the patient appreciates the existence of an emotional 
complex, but that with such insight he discharges the 
emotion so that there is no necessity for his symp- 
toms to continue. The difference between manifest- 
ing emotion with insight or without it is great. A 
person may be morose, weep easily and frequently, 
and never change his behavior if he fails to under- 
stand the real reason for his depression. Abreaction 
presupposes that the emotion is acted out in the pres- 
ence of the physician, who is trying to help the pa- 
tient with a more constructive way of thinking and 
acting. In this setting, the patient can realize how 
immature and out of place his emotion is because he 
can relate it to some childhood situation. Gradually, 
he attains a greater degree of emotional maturity 
which helps prevent his unreasonable, childish emo- 
tions from appearing again. Or, if they do appear, 
they have less force and finally may disappear alto- 
gether. 


THERAPY 


There are no drugs of real value in the treatment 
of the psychoneurotic patient, except possibly pheno- 
barbital or occasionally one of the new tranquilizing 
drugs. These drugs may calm the agitated patient 
long enough to make him accessible to the physician’s 
therapeutic aims. As a rule, drugs only confuse the 
patient as he has been told that there is nothing or- 
ganically wrong. In other words, placebos are un- 
justifiable as such a treatment program is based on 
untruths, and the patient cannot be handled in this 
manner. Pills do not answer the problem. One ques- 
tion that often arises is that of insomnia. Probably 
the best method is to recommend that some paralde- 
hyde be placed by the side of the patient’s bed. If 
the patient wants the sedative badly enough, he can 
take it by mouth. Most of the time, however, he 
can be shown how he is under tension and has his 
mind on too many things, and once he is off the 
tension he is all right. 

Concerning electroshock therapy, it is my opinion 
that entirely too much electrical shock therapy is 
being used. Mild anxiety states, environmental prob- 
lems, manic depressions of a mild nature—all should 
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be handled by the internist or the general practitioner. 
It might be said here that there are three criteria for 
the employment of electrical shock therapy: (1) 
severe depression, manic depression, or involutional 
melancholia; (2) severe schizophrenia, when ade- 
quate psychotherapy cannot be given; and (3) severe 
anxiety or depression states when the patient cannot 
be cared for at home. Electrical shock does not re- 
move the conflicts. All of us have seen patients with 
psychoneurosis associated with involutional melan- 
cholia who have become worse after electrical shock 
therapy. After treatment by electrical shock, it is ex- 
tremely important to give adequate psychotherapy for 
at least a month if good results are to be achieved. 
Shock therapy is a godsend for occasional patients, 
but it is a devil’s tool in the hands of many physicians 
as it can do more harm than good. 

Carbon dioxide therapy’ is used, at times, in the 
treatment of the psychoneurotic patient. It may help 
relieve all psychoneurotic and psychosomatic disorders 
except obsessive compulsive neuroses. This form of 
therapy is not without danger, however, and should 
be used only by skilled hands. As to nonconvulsive 
shock (electrostimulation), it is believed that this 
makes depressions worse. The “tension” patients that 
are not manics occasionally may be helped. It is 
supposed to help the asthmatic patient or the patient 
with chronic ulcerative colitis; however, in these pa- 
tients, if the condition for which it is used is im- 
proved, the patient may revert into a depressive state. 
This also applies to the patient with some form of 
dermatitis. Subcoma insulin treatment may be help- 
ful to a good many patients with mild anxiety states. 

In closing, one point should be emphasized. If the 
physician thinks that the patient should consult a 
psychiatrist, he should choose one whom he knows 
to be practical, and, if possible, he should know the 
psychiatrist to whom he is referring the patient. It 
may take weeks, months, or years to prepare the pa- 
tient to see a psychiatrist because of the prejudices 
that exist. In other words, the physician should pre- 
pare the patient to go to the psychiatrist and not 
merely use him as a means of getting rid of the patient. 
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— with its several different varieties, 
has been known for many years, but it has been 
only recently that a significant alteration in the course 
of the disease could be brought about by therapy. 
When ACTH and cortisone came into existence sev- 
eral years ago, these agents were given a therapeutic 
trial in pemphigus along with other diseases of un- 
known etiology. Up to this time numerous thera- 
peutic agents, such as carbarsone, acetarsone, suramin 
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There is no ideal treatment for severe cases of pemphigus, as 
steroid hormones—the most valuable and effective agents— 
present adverse side reactions and complications. Success in 
the treatment of pemphigus is dependent upon the ability to 
prevent or control the complications of steroid therapy. ACTH 
and cortisone offer the greatest hope to the sufferers of this 
commonly fatal disease. A study of 23 patients with 10 deaths 
is presented. 


sodium, various antibiotics, and potassium para-amino- 
benzoate, had been employed in the treatment of 
pemphigus. Some of these drugs are toxic and often 
possibly hastened the death of the patient. Some clini- 
cians believed that if the patients could survive the 
drugs themselves, they had an excellent chance of ob- 
taining a remission. We hasten to emphasize that 
pemphigus may be characterized by remissions and 
exacerbations, so that any therapeutic response must 
be scrutinized carefully. 
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PEMPHIGUS AND STEROIDS—Mullins et al—continued 


This paper reviews the treatment and especially the 
steroid complications of 23 cases of pemphigus which 
we have seen at the University of Texas Medical 
Branch Hospitals, Galveston. In all of these cases, 
we have used various combinations of the steroid 
hormones. 


METHODS AND MATERIALS 


All of our patients were hospitalized at one time 
or another, but as soon as they could be controlled 
reasonably well on maintenance doses of steroids, 
they were discharged and followed as out-patients. 

It has been stated repeatedly in the literature that 
the incidence of pemphigus is highest in the Hebrew 
race. However, in our 23 cases there was not a 
single Jewish patient. Our series included 12 Cau- 
casians, 7 Negroes, and 4 Latin Americans. We also 
think that the socio-economic level may be significant 
in this disease, because none of our cases were of 
private patient status. We realize, however, that 
whenever a patient develops any chronic debilitating 
disease, it is not long before he may become unable 
to afford private medical care. 

The steroid agents which were employed consisted 
of ACTH intravenously or intramuscularly, and corti- 
sone or hydrocortisone by mouth with the earlier 
cases. More recently it has seemed advisable to use 
prednisone and prednisolone for some of the patients. 

In the most acute cases, we have utilized very large 
doses of ACTH, such as 100 to 150 units intraven- 
ously daily, along with 60 to 100 mg. of prednisone. 
If we are using cortisone, the doses have ranged from 
500 to 700 mg. daily, and with hydrocortisone from 
300 to 400 mg. daily. These initial doses are sys- 
tematically and progressively decreased as soon as the 
patient starts to respond. 


REVIEW OF THERAPY 


Table 1 shows 10 of our 23 patients died of pem- 
phigus or complications of therapy, but a significant 
number are still living after prolonged treatment with 
steroid hormones. Of patients between 30 and 60 
years of age, 2 out of 12 have died, and in the age 
group above 60 years, 8 out of 11 have died. We 
believe that some of our earlier patients died as a 
result of not having had adequate doses of steroids, 
but patients also have died in the past year when 
steroid levels were thought to be optimal. It is dis- 
couraging that the majority of the deaths resulted 
from one or more steroid complications. 

We have learned in treating this group that initial- 
ly these patients should be treated in relation to their 
clinical response, regardless of the amount of therapy 
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which might seem necessary. The dosage required 
will vary significantly from patient to patient and 
also from one exacerbation to the next. It is proba- 
bly wise not to attempt complete suppression of all 
bullous lesions because this may be taken as a good 
indication that steroid doses are not excessive. Early 
complications from the initial large dosages employed 
have not been observed in our series. 

The hospitalization time usually ranges from 6 to 
8 weeks, but several hospitalizations are likely, be- 
cause of either exacerbations or complications from 
the therapy. 


TABLE 1.—Ten Deaths Attributable to Pemphigus or 
Complications of Therapy in 23 Cases. 


Causes of death believed directly attributable to steroid 
hormones administered 


IR rs a eh ae nk Dest hniee yt mate 3 
Intercurrent infection (site unknown)............. 1 
Duodenal ulcer with hemorrhage................. 1 
Pulmonary tuberculosis with associated aspergillosis 
I rc eos aad ceolnent wins Kea hie took 1 


Causes of death apparently unrelated to steroid hormones 
administered 


INI ee Bo RIS ioe a litgantia.a itd Swiawiese’s 1 
Probable myocardial infarction................... 1 
RGRtHNG RNIN 20 cfc Fo ho Ss dei Smse water inaeiehn 2 


Total Deaths 


*Patient developed pneumonia 3 months after steroids had 
been discontinued. 


SIDE REACTIONS 
AND COMPLICATIONS 


In most cases of pemphigus steroid hormones 
should be employed early in the course of the disease 
and in relatively large doses. Although the effect of 
these hormones in clearing the skin lesions in many 
cases of pemphigus is often dramatic, such therapy 
is not ideal because of the numerous and often dis- 
astrous complications which may occur when the 
steroid hormones are used. Such complications are 
naturally intensified when these agents are employed 
in high doses and over long periods of time as is 
often necessary in this disease. Nevertheless, until a 
safer and yet effective modality becomes available, 
ACTH and cortisone (with its derivatives) offer the 
greatest hope to the sufferers of this commonly fatal 
disease. 

The adverse side reactions and complications of 
steroid therapy are well documented in the litera- 
ture.2 5-8 Of these, the more commonly encountered 
are enumerated in table 2, which gives the incidence 
in our series. 

One of the most important complications was in- 
tercurrent infection, often in the form of pneumonia 
which terminated fatally; various pyodermas, such as 
ecthyma, furunculosis, and cellulitis; and cystitis. A 
number of our patients developed candidiasis in the 
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PEMPHIGUS AND STEROIDS—Mullins et al—continued 


form of thrush and/or paronychia. The broad-spec- 
trum antibiotics which we often administered pro- 
phylactically to our patients for prolonged periods 
may have contributed significantly to this develop- 
ment, although this complication is known to follow 
the protracted use of steroid hormones alone. 


TABLE 2.—Incidence of Complications and Adverse Side 
Effects in 23 Cases of Pemphigus Treated 
with Steroid Hormones. 





1. Intercurrent infection 


a. Bacterial 
RNS Ne Co eid KIT. gies eaek ean 5 
ON IIE S50 co aces ces wre obs 2 
i 2p Ne Sores OS pees Sees bwed 7 
aR OES AY hho as arrla ds eae Secs > 
De NO oie. 50k cars ied ccd -wklnes 2 
Bg a ee ee 2 
Ree NII 55 0h sno pd Sates ote 2 dhe 92 1 
Dory EEN ee Se Fs Sette Sse eas 1 
bd ee OU Os te eas Si is toes 1 
b. Mycotic 
a a I el eh ic oR a carn 4 
(2) Bisesiel paronyca:. . 5.0.5.2. 665% 3 
(3) Pulmonary aspergillosis ............. 1 
2. Activation of latent tuberculous focus............ 2 
ES) ee 9 
4. Peptic ulcer with fatal hemorrhage.............. 1 
Ns te ere Osh olo Sh ik. 9 Oa 1 
eA IE Beek es 5, 5 Rt a 3 
With compression fracture................... 2 
reo i oa 5 Aa apiiin 0 enki nid an 11 
PM OS ONE dots ice udassi hoagie dara 9 
ee ee err ae a 3 
9. Cushing’s syndrome-like features 
a. Moon-shaped facies. ... . SP Geral UA tet. 6 
b. Characteristic body configuration............. 4 
Cs PN IIIT 5.55. ss 8 ig lwbrela a dongs 2 
a UNNI ior 5s 5 ook 5s Nea No ORR eG leo 1 
ee Nr Sg tlc! BAe oA te sal 1 
10. Thrombo-embolic phenomena (thrombophlebitis, 
MOM errs eh ee ae ee ees ok 1 
Cee ae Seen ee ate ee are 1 
12. Adrenal insufficiency (recognized clinically or 
EES Ree ei tei a ree 0 





Another commonly encountered severe complica- 
tion was the occurrence of a toxic psychosis (in 9 
of our 23 patients). We frequently observed subtle 
personality changes for several days to a week or 
more before the frank psychosis became apparent. 
Early in the course of our study, we often decreased 
the steroid dosage in order to clear the psychosis; 
however, the pemphigus promptly relapsed and in- 
creased dosage was again mandatory. Many of these 
patients responded satisfactorily to large doses of 
chlorpromazine or related compounds; but if these 
drugs did not accomplish satisfactory improvement, 
several electroshock treatments often would bring 
the patient under adequate control. In either event, 
the steroid doses were continued at effective levels, so 
that the pemphigus did not relapse. 
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Osteoporosis, particularly of the spine, was of con- 
cern in 3 of our 23 patients. The postmenopausal 
woman has been found particularly susceptible to 
this development, because of the effects of the steroid 
hormones on nitrogen balance. According to Hober- 
man* and Hirsch*® the steroid hormones cause both 
inhibition of protein anabolism and increase in pro- 
tein catabolism. As a consequence of this, the forma- 
tion of the osteoid matrix of bone is decreased and 
osteoporosis results. Prolonged bed rest in cases of 
pemphigus is another factor which may contribute to 
this development. Our policy is to administer rou- 
tinely both estrogens and androgens to our patients 
on steroids, because these agents are of some benefit 
in preventing or reversing osteoporotic changes. We 
are aware that one must rely upon symptomatic re- 
lief as the principal criterion of improvement, since 
roentgen rays may not reveal significant calcification 
for a number of years. 

Hyperglycemia was our most frequently encoun- 
tered side effect, occurring in 11 of our cases, only 
1 of which was of much consequence. The patient 
developed severe steroid diabetes and acidosis and 
had to be treated vigorously with insulin and strict 
diabetic dietary measures. Hypertension was encoun- 
tered in only 3 of our patients and was severe enough 
to require therapy in only 1 of these. 

Edema secondary to steroid administration, encoun- 
tered in 9 patients, was of only temporary concern 
in most because relief generally could be effected by 
rigid adherence to a low salt diet and by administra- 
tion of a carbonic anhydrase inhibitor (Diamox) or 
one of the mercurial diuretics. 

The appearance of Cushing’s syndrome-like fea- 
tures, a fairly common occurrence, was of some psy- 
chic importance to the patients. However, these 
changes were reversible upon sufficient reduction or 
upon discontinuance of the hormones, and this fact 
enabled us to reassure our patients in this respect. 


The other complications of activation of a latent 
tuberculous focus, peptic ulcer, thrombo-embolic 
phenomena, and hypokalemia were encountered less 
frequently in our series, but nevertheless are to be 
particularly feared and anticipated. We did not rec- 
ognize the syndrome produced by acute adrenal in- 
sufficiency in our series although this may have been 
an important additional factor in contributing to the 
death of several of our patients. Autopsy was per- 
formed on 5 patients who did not present evidence 
of adrenal cortical atrophy either grossly or micro- 
scopically. 


PROGRAM OF PATIENT CARE 


Certain measures of prophylaxis may be employed 
in an attempt to obviate some of the complications 
just discussed, but there is no short cut to rigid and 
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PEMPHIGUS AND STEROIDS—Mullins et al—continued 


meticulous daily examination of the patient by the 
attending physician. This should include pertinent 
questioning regarding any new complaints particu- 
larly with reference to cough, sore throat, dysuria, 
back pain, weakness, nausea, vomiting, epigastric 
pain, bleeding, edema, or change in mental outlook. 
This is followed by a brief but pertinent physical ex- 
amination. Any abnormalities detected should be im- 
mediately subjected to laboratory confirmation if 
possible, and the proper treatment instituted as early 
as possible. 


Our patients on prolonged steroid therapy fre- 
quently have routine laboratory evaluation whether 
or not suspicious signs or symptoms are present. 
These laboratory studies include weekly complete 
blood count, urinalysis, and determination of fasting 
blood sugar, sedimentation rate, and albumin-globulin 
ratio; determination of serum electrolytes including 
carbon dioxide combining power, chlorides, sodium, 
and potassium about every 10 to 14 days; roentgeno- 
grams of the chest and spine every month; and an 
electrocardiogram monthly. Appropriate cultures, in- 
cluding blood cultures, are performed whenever the 
indication arises. Sensitivity studies are always per- 
formed on any pathogenic organism which might be 
isolated. 


Our routine hospital orders include the following: 


1. High protein, low salt diet (in addition may 
need bland or ulcer diet if history of peptic ulcer). 

2. Supplementary vitamins. 

3. Ambulation when possible. 

4. Up in chair 30 minutes to one hour daily as 
tolerated; passive leg exercise in bed. 

5. Blood pressure and weight daily. 

6. Potassium chloride 1 Gm., 3 to 4 times daily. 

7. Premarin and testosterone (1.25 and 10 mg. 
respectively), once daily. 

8. Prophylactic broad-spectrum antibiotic daily in 
standard doses (often additional antibiotics if infec- 
tion occurs). 

Some clinicians may disagree with the prophylactic 
administration of a broad-spectrum antibiotic because 
of the possibility of development of resistant strains 
of pathogenic bacteria. However, we consider our- 
selves justified in this practice because of the occur- 
rence of overwhelming infections which have been 
masked until very late by the large doses of steroids. 
In the past year we have administered nystatin by 
mouth in conjunction with whatever broad-spectrum 
antibiotics are being given in an attempt to elimi- 
nate various complicating infections due ot Candida 
albicans. 


It is probably wise to include the routine admin- 
istration of antacids and antispasmodics although we 
have not done this until very recently. Certainly these 
agents should be added at the earliest indication of 
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hyperacidity. Not infrequently, as noted, we found 
it necessary to employ a diuretic agent, either Diamox 
or one of the mercurials, for the control of edema. 

In our experience, hyperglycemia, while of com- 
mon occurrence, is usually transient and intermittent 
and does not require any specific therapy. However, 
steroid diabetes may be induced, and then a strict 
diabetic regimen including the use of insulin is in- 
dicated. 

In the event of occasional mild to moderate hyper- 
tension, effective control may be obtained by the 
addition of one of the milder antihypertensive agents 
such as Rauwolfia serpentina. Antituberculous ther- 
apy is administered to all patients with a history of 
tuberculosis or as early as possible in the event that 
a latent focus is reactivated. Should any situation of 
major stress occur in patients on long-term steroid 
hormones, we believe strongly that the doses of these 
hormones must be boosted temporarily in addition to 
whatever specific countermeasures are taken. 


CONCLUSION 


At present there is no ideal treatment for severe 
cases of pemphigus. The most valuable and effective 
agents for control of this condition are in themselves 
of great potential danger and, indeed, in many of our 
cases, are unfortunately responsible for a fatal out- 
come. It is therefore apparent that present success in 
the treatment of pemphigus in a large measure is de- 
pendent upon the physician’s ability to control the 
adverse side effects and complications which may 
occur as a result of the use of the steroid hormones. 


SUMMARY 


The use of steroid hormones in 23 cases of pem- 
phigus is presented. 

The range of initial steroid therapy employed in 
our series is outlined along with mortality, racial 
incidence, and socio-economic aspects. 

Commonly encountered adverse side reactions and 
complications from steroid therapy are enumerated. 

A program of patient care designed to control or 
eliminate as many of these adverse side reactions 
and complications as possible is set forth. 

Success in the treatment of pemphigus is depend- 
ent upon the ability to prevent or control the com- 
plications of steroid therapy. 
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Setting Realistic 
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N THE EARLY THIRTIES, during the depres- 
sion, when jobs were scarce and only the perfect 
physical specimens and college graduates could get 
jobs, persons with even minor physical handicaps 
were waiting in bread lines wondering how they could 
feed and clothe their families. When World War II 
broke out, however, the worker had the “upper hand” 
because the armed services took all the healthy speci- 
mens and left the physically handicapped at home, 
and if industry wanted to produce the goods it had 
to use handicapped men and women. 
Preemployment physical examinations had been 
used before the war, but more as a method of screen- 
ing individuals for employment than of placing them 
on jobs which did not exceed their physical capacities. 
Then if a person had some minor defect, he was put 
to work, but if he had a major one, in the eyes of 
the examiner, he was turned down for the job—no 
matter how light it might be. In the early days, the 
workmen’s compensation laws were not too strict for 
the employer, and in fact, contributory negligence 
was used as a defense. Few employers were forced to 
compensate’ the injured employee since most, if not 
all, accidental injuries are partly or wholly caused by 
carelessness.on the part of the employee. Workmen’s 
compensation laws became more liberalized for the 
employee about the time the world was preparing 
for World War II, but because of the liberalization 
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of workmen’s compensation laws, employers in their 
preemployment screening examinations were more 
concerned about the physical abilities of the pros- 
pective employees and, therefore, even people with 
minor disabilities were being turned down for work. 
Added to this, the fact that the armed forces were 
taking only the young men who had no physical dis- 
ability, it was not long before there was no labor 
market of healthy specimens and if industry intended 
to do its job it was necessary for it to let the bars 
down in regards to hiring the physically handicapped. 

During the war, not many people concerned them- 
selves over the fact that because of the loosening of 
preemployment physical requirements and the lib- 
eralizing of workmen’s compensation laws, workmen’s 
compensation costs had increased to astronomical fig- 
ures. Defense industry was interested only in pro- 
ducing goods fast and in large quantities. Then came 
the end of the war, and when the government con- 
tracts ceased, industry decided that something must be 
done to decrease compensation costs and still produce 
in quantity. This is the birth of what I like to call 
selective job placement, to my mind the only method 
to use in large industries to cut compensation costs, 
accidents, and serious injuries. This method also may 
be used in small plants on a modified scale, as I shall 
point out later. 


SELECTIVE JOB PLACEMENT 


What do I mean by selective job placement? Each 
employee is hired for a particular job, and his physi- 
cal limitations must allow him to do the job or he 
cannot be placed on it. Each individual is examined 
by the physician, at the time of his employment, with 
the physician considering the person's physical quali- 
fications for one particular job. Who sets the stand- 
ards? The employer. The medical personnel merely 
sees that they are met. This system worked so well 
after World War II that most companies which used 
it are still using it, and getting all kinds of plaques 


Dr. John D. Horgan, Medical 
Director at Chance Vought Air- 
craft, Incorporated, presented 
this paper at the tenth annual 
‘Conference for Business and In- 
dustry in Houston, September 
26; 1957: 





Selective job placement is the method suggested for setting 
realistic medical standards for employment in both the large 
and small plant. In this process the person seeking employ- 
ment takes a physical examination by a staff physician and 
then is placed on a job which is in keeping with his physical 
qualifications. 
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and banners from various civic groups for employing 
the handicapped. The standards are simple to set be- 
cause they are dependent upon the job that has to 
be done and only the foreman, general foreman, or 
superintendent know of what that job consists. The 
medical department is best qualified to give some 
meaning to the standards set by the foreman. This 
is the way we do it at Chance Vought. 

It is advisable to train someone in the medical 
department who has a knowledge of anatomy and 
physiology. A nurse is a fine choice, a male nurse if 
possible, but if none is available, a female. It is rather 
difficult to find a female who can talk with foremen, 
in their language, which is an important item since 
it is the foreman who is going to tell the “physical 
demands” analyst of what the job consists and how it 
must be done from a physical standpoint. The analyst 
also must be able to watch an employee do the job 
and be able to put into an understandable code the 
physical demands of the job. This is not as difficult 
as it sounds and we have over simplified the process 
on purpose, because no matter how strict the de- 
mands of the job appear to the analyst, human nature 
being what it is, we know that each individual em- 
ployee will modify the job to meet his physical ability 
to do it. We know that doctors in industry can judge 
fairly accurately whether or not a man can do a cer- 
tain job even though he does have some physical 
handicap. I do not like the term “physically handi- 
capped,” and think that people with some limitations 
are wronged by those who say they are handicapped. 
We have more than 2,000 Chance Vought employees 
with physical limitations who are not handicapped. 


HOW APPLICANTS ARE HANDLED 


As an example of how applicants are handled at 
Chance Vought let us follow one through the em- 
ployment process. When the applicant applies for a 
job at the employment office, he sets into motion a 
chain of events which finally culminates in his being 
placed on a job provided his skill is needed at the 
time of his application. 

First, he is interviewed by an employment inter- 
viewer who is familiar with all of the jobs in the 
plant. The man is interviewed only in regard to his 
special skills. Then a job which matches his skills 
is selected by the employment interviewer. Next, he 
is interviewed by his future supervisor, who again 
looks only for his ability, from a technical point of 
view. If he has an obvious physical defect, the medi- 
cal department may run a pre-preemployment physi- 
cal screening on him, and if it is obvious to the ex- 
aminer that he cannot possibly meet the physical 
demands of the job, nothing further is done and he 
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is sent home. If, however, there is a good possibility 
that he is going to meet the physical requirements 
of the job, he is sent back to the employment office 
and his application is processed. It should be noted 
that with this method of hiring, large numbers of 
people can be processed with a minimum of medical 
personnel. Because so few applicants are turned down 
for medical reasons, the last place in line on the new 
applicant's processing is his physical examination. It 
has been my experience that lack of a certain required 
skill, unfavorable results on character investigation, 
and other reasons cause more refusals of employment 
than do physical disabilities. 

In the medical department the examiner conducts 
a complete physical examination, including urinalysis, 
hemoglobin determination, chest roentgenogram, au- 
diogram, electrocardiogram, and when indicated, sero- 
logical and any other special tests which the examiner 
feels are needed. The examiner then, in code, evalu- 
ates the physical ability of the applicant. Up to this 
time the examiner does not know exactly what are 
the physical requirements of the particular job for 
which the applicant is being processed. After he has 
evaluated the physical ability of the applicant, he 
compares the examination results with the physical 
demands of the job which have been evaluated pre- 
viously and coded by the physical demands analyst. 
From now on it is a simple matter of matching the 
two forms. If they match, the applicant reports for 
work. If they do not and the job cannot be modified 
to adjust to the applicant’s physical ability, he is told 
that there is no job for him at present, but that he 
will be called if one comes up in the future. The 
application then is filed in a classification which gives 
the employment office ready access to the applicant 
if a job more within his capacity becomes available. 


I have been using this system for 9 years in the 
airframe industry and am just as sold on it today as 
I was when first introduced to it. It was used only 
for factory workers for a number of years, but now 
we have been applying it to the lower levels of man- 
agement. We find that it has eliminated the old 
statement by superintendents that an old time em- 
ployee did not get promoted because of his health. 
It might appear that if such examinations were used 
in conjunction with a promotion program, they would 
hinder rather than help an employee. This has not 
been proven to be true, however, because supervisors 
from the beginning of the industrial revolution have 
used health as an excuse for not promoting a person 
although the real reason was a personality clash or 
some nonmedical problem. Now the supervisor, as 
well as the medical department, can compare two 
coded sheets of paper and immediately determine 
whether or not the individual is qualified for the job. 

As a man ascends the promotion ladder his physi- 
cal demands become lower and his mental and emo- 
tional demands become greater. Some industries em- 
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ploy full or part-time psychiatrists for this reason, and 
I must agree that it is a logical addition to a good 
industrial health program. We have not included 
emotional and mental stability, as such, in our selec- 
tive job placement program, but we are thinking along 
these lines for future revisions of the program. 


PLAN IN ACTION 


Up until now I have discussed a program for real- 
istic hiring in a large plant or industry where there 
are a variety of jobs and therefore a variety of skills. 
In a small machine shop, however, which employs a 
nurse Or person trained in first aid and has an ex- 
amining physician on a fee basis type of preemploy- 
ment physical examination, what can be done to meet 
the competition of local competing machine shops 
and also the large plant which may be hiring great 
numbers of people in the same area? This is a real 
problem and one which exists in Dallas County at 
the present time. Consider the fact that a large air- 
frame manufacturer in the area has less than 1 per 
cent employment rejects for physical reasons. If this 
be the case, then those who are rejected are in pretty 
sad physical condition. In a tight labor market, these 
are the only people that the small employer has avail- 
able to him. Therefore, he must make absolutely cer- 
tain that when he places them on a job the physical 
demands of the job do not aggravate a preexisting 
defect. For obvious reasons, he cannot produce goods 
efficiently and at reasonable cost if his turnover is 
high because of frequent injuries. 

The employer in the small shop has the one big 
advantage over the larger industrialists of becoming 
so closely associated with his people that they feel a 
certain pride in doing a good job because they know 
the boss personally. This makes for a happier work 
environment, and fewer careless accidents will occur. 
If I were the examining physician for this type of 
shop, or if I were the in-plant nurse or first aid per- 
son, I would be as familiar with the operations in 
the shop as I would be with my own first aid station 
or office. I am sure that a nurse could not be kept 
busy in a plant employing less than 100 people unless 
he spent a great deal of time in the shop observing the 
men working, correcting unsafe practices, sampling 
the cutting oils being used, running down clues re- 
ceived in the plant hospital to prevent recurrences 
of dermatitis or foreign bodies in eyes, or elsewhere 
recommending proper protective equipment. While 
doing these things, whether he realizes it or not, the 
nurse will become as familiar with each job as the 
man doing it. Then he will be in a position to evalu- 
ate the physical examination results which are sent 
to him from the office of the fee basis physician and 
properly place the new applicant on a job which he 
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can do from a physical standpoint. It is my firm be- 
lief that proper job placement will do more toward 
cutting down accident and illness frequency and se- 
verity rates than any other one thing in the hiring 
program. 

Obviously, no one will place a man on a machine 
which requires the use of one or both feet for the 
brake if he is in a wheelchair and cannot use his 
feet. Even more important is the ability to evaluate 
the type of physical stature which is necessary to 
run the whole operation. For instance, I once had 
two individuals come to me complaining of back and 
arm aches respectively. They were both drill ,press 
operators in the same unit in the machine shop. I 
treated them with the usual aspirin and physio ther- 
apy and left them on the job, but when their symp- 
toms increased, I checked them at their jobs. One 
was about 5 feet 744 inches tall and the other was 6 
feet 2 inches tall. The foreman had the short man 
working a press, the work level of which came up to 
his chin, and the tall man working at a table which 
was at the level of his hips. One was getting arm 
aches from stretching too high to reach the lever 
and the other a backache from working in a half 
stooped position all day. By simply changing ma- 
chines and making minor adjustments on each, both 
men were cured. If the plant physician looks around 
and knows his jobs, he will find that most problems 
are as easily solved as this one. 

Often I will have an outside agency or even a 
supervisor in the plant call me to ask what is the 
policy on hiring epileptics, diabetics, cardiacs, and 
others with chronic conditions. They want a direct 
answer and probably are disappointed when they get 
a vague one. In the hiring of epileptics, there is no 
policy. Each applicant is examined and evaluated as 
an individual, and if he is an epileptic, certain restric- 
tions are placed on him. If his attacks are frequent and 
his seizures are of the grand mal type, he is not per- 
mitted to work on or near moving machinery, nor is 
he permitted to drive company vehicles, nor to work 
at elevations more than 2 or 3 feet above the factory 
floor. If a job is available that meets all of these 
requirements, the epileptic is hired. Diabetics and 
cardiacs are treated in much the same fashion. A 
minute history on all employees is taken with ques- 
tions like the following being asked: “Have you ever 
injured your back? If so, where? How long were 
you off from work; how long in the hospital? What 
kind of treatment did you receive; were you under 
the care of a specialist? Have you had any x-rays 
made? Did you have a spinal puncture? What kind 
of work have you done during your life? Have you 
had any operations; if so, for what?” Actually, more 
time is spent on the history and evaluation of it than 
is spent on the physical examination. The applicant 


is restricted on the basis of the history and physical 
examination findings. 
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This method of placing applicants on jobs has an- 
other advantage which is important, especially in the 
aircraft industry, and that is its elasticity. For exam- 
ple: If the examiners are aware that the labor market 
is tight, they can be more liberal in restricting the 
individual, whereas, if there are plenty of applicants 
available, the examiners can be selective and take the 
cream of the crop. This method simply takes care of 
layoffs and hirings which occur rapidly in the air- 
craft business. 


EFFECT ON WORKMEN’S 
COMPENSATION 


How does this plan affect workmen’s compensation 
premium costs, and what are the losses which occur 
because we hire people knowingly or unknowningly 
with spinal defects or previous spinal injuries, or 
other defects? 

During the past 7 years we have had more back 
injuries in employees with so-called normal spines 
than we have in employees with previous history of 
back injury or back trouble. By the so-called normal 
spine, I mean that roentgen ray would not reveal 
defects and yet myelograms have shown that a rup- 
tured disk exists. We have also found that relatively 
light lifting in an awkward manner does more toward 
producing back pain and complaints than heavy lift- 
ing. From January 1, 1953, through June 30, 1957, 
Chance Vought put 27,689 people to work with an 
average plant population of 14,500 employees. In 
this same period there were 804 back injuries, con- 
sisting of mild sprains all the way to ruptured disks. 
Fifty-three or 6.6 per cent of these injuries resulted 
in permanent partial disability. Of the 804 back cases, 
690 or 86.6 per cent of the patients had no significant 
history of back trouble. I do not think the expense 
which we would have had in connection with spinal 
roentgenograms on every applicant would have been 
worth the results obtained. I know we would have 
refused employment to some highly skilled persons 
if we had permitted ourselves to be influenced by the 
diagnosis made from such roentgenograms. 

The out and out malingerer is always a problem, 
and I do not know what to do in a preemployment 
physical examination to discover him. The only way 
we have been able to combat this type of person is 
by our preemployment investigation. Our company, 
like most, has a 90 day probationary period in which 
employment may be terminated without any reason. 
This is to assure the company that all investigative 
material has been returned to our security officer. If 
in the material there is any information regarding 
lost time from previous employment because of ill- 
ness and our medical history does not justify this, 
then the previous medical history is further investi- 
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gated. It is surprising that we have found more ma- 
lingerers by this method than by any other, and their 
employment is terminated immediately before they 
can get injured again. We have found that by good 
history taking, proper functional capacity evaluation, 
and good follow-up on our outside investigation we 
are able to keep serious injuries at a minimum. An- 
other important means of keeping compensation costs 
down is to take good care of the injured employee. 
He should not be allowed to think that the company 
does not care about his well being. Many employees 
are reluctant to be treated by company physicians. 
This is not so much the case now as it used to be. 
We do not allow free choice of physician, but we do 
have a large panel of consultants and whenever an 
employee appears to be dissatisfied with his treat- 
ment, we refer him to one of these consultants of his 
own choice. He is then more apt to go along with 
what the consultant recommends. We also have a 
compensation claims adjuster on the premises not 
only to investigate current claims but also to help 
the employees fill out the forms which they receive 
from the Industrial Accident Board. Before this serv- 
ice was offered to the employee, he would go to an 
attorney for help in filling out the form, and before 
he left, he was convinced that he could not get a 
proper settlement unless the attorney handled his case 


‘for him. 


CONCLUSIONS 


The setting of realistic standards for physical re- 
quirements for employment is a simple job if the 
examiner or hiring agency will evaluate the job which 
is to be filled from a physical demands point of view. 
When an applicant is evaluated for the job, the ex- 
aminer should keep the physical requirements in 
mind in order that men and women with skills which 
would be a definite asset to the company will not be 
turned down for physical reasons and wind up in a 
competitor’s shop. 

Using this method of job placement from 1950 to 
1956, the Chance Vought Aircraft population in- 
creased from 6,000 employees in 1950 to 16,000 em- 
ployees in 1956, and the workmen’s compensation 
loss ratio decreased from 105 per cent in 1950 to a 
low of 30 per cent in 1956. During this time in co- 
operation with efforts sponsored by the local Com- 
munity Chest, Texas Employment Commission, and 
the President’s program for hiring the handicapped, 
we added approximately 2,000 handicapped em- 
ployees to our payroll, and still the loss ratio came 
down. It also has been our experience that the em- 
ployees with disabilities are less prone to serious in- 
juries than the so-called healthy employees. 


» Dr. Horgan, Medical Director, Chance Vought Aircraft, 
Incorporated, Dallas. 
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Expanding, 
Occupational 
Health in Texas 


WILLIAM L. WILSON, M.D. 


Austin, Texas 


CCUPATIONAL health involves every aspect of 
individual and community health related to 
workers’ occupations. Hence, an adequate occupation- 
al health program requires community promotion of 
every measure on and off the job which improves 
healthful well-being of all employed people. Few 
hazards occur occupationally in contrast with today’s 
90 per cent of absences from work due to alcoholism 
or diseases acquired or injuries occurring off the job! 


Expanding preventive methods to outrun the mod- 
ern scientific progress which increases the hazards 
around our people is mandatory. Failing to maintain 
his health, a worker needs medical care. If unrestored 
to work promptly and with safety to co-workers, he 
needs physical, mental, and vocational rehabilitation. 
A worker absent due to sickness or injury has mount- 
ing medical care expenses concurrently with diminish- 
ing wages. His family almost surely suffers mentally 
as well as economically. The whole community econ- 
omy and welfare is upset and damaged. To combat 
such circumstances a safe, healthful environment can 
be provided by energetic integrated medical, engi- 
neering, and safety services. The objective must be 
more equitably balanced economic stability restored 
to individuals, their families, and communities. Ex- 
panding future objectives must parallel the current 
occupational health activities. An effective integrator 


Dr. William L. Wilson, director 
of the Division of Occupational 
Health, Texas State Department 
of Health, presented this paper 
for the Section on Public Health 
at the 1957 annual session of 
the Texas Medical Association 
in Dallas, April 30. 


Occupational health involves every aspect of individual and 
community health related to workers’ occupation, whether on 
or off the job. Governmental agencies are essential to health- 
ful living and working environments, but they can be effective 
only with the help of private physicians and other professional 


personnel. An expanding program is being implemented in 
Texas. 
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is available in the medical director of a local health 
department, but only by mutual support to and from 
local physicians and other professional personnel. 


RESPONSIBILITIES FOR PROGRAM 


Governmental agencies are essential to healthful 
living and working environments. The State Depart- 
ment of Health is directly responsible for over-all 
public health, including environmental health engi- 
neering services; the State Board of Labor Statistics 
for safety services; Texas Education Agency for voca- 
tional rehabilitation. Since managements, union lead- 
ers, health departments, and others cannot succeed 
without the practicing physician, the latter has the ma- 
jor responsibility in maintaining occupational health. 
He has excellent principles promulgated by his own 
American Medical Association; he has sound guid- 
ance on how to proceed, * on how to apply services 
of nurses.” If the physician applies this guidance, in- 
dividuals and working groups benefit immensely as 
do managements, families, and communities. The 
health control rightfully rests with the physician, 
frequently the family doctor. But he will fail with- 
out coordinating his actions with all colleagues men- 
tioned above. 


Texas law forbids anyone to use or permit in Texas 
any process, material, or condition known to affect 
health of any employee adversely, unless arrangements 
have been made to maintain the occupational en- 
vironment to the extent that such injury will not 
result. The Health Department must survey indus- 
trial establishments’ water supplies and distribution, 
waste disposal, or adverse conditions responsible for 
or causing ill health of industrial workers. While the 
department “or any person authorized by it, may 
enter into all industrial establishments, manufactur- 
ing establishments or other places of employment in 
Texas” in making such “surveys for discovery and 
suppression of disease or enforcement of the health 
and sanitary codes of the State of Texas,” it must 
alert each surveyed establishment to a summary of the 
studies and findings, and submit recommendations 
necessary to adequate protection of health, safety, and 
well-being of workers. The department is required to 
furnish citizens current information concerning allow- 
able concentrations of toxic gases, and such environ- 
mental standards as may pertain to the health and 
safety of the employees of industrial establishments 
in the state.? Another Texas law defines responsibili- 
ties with reference to industrial homework.® 


A health department occupational health program 
is limited by money appropriated for the preplanned 
purpose, availability of qualified personnel, and ma- 
terial means, to the limit of current knowledge in the 
field, and by the nature and numbers of workers 
served. 
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WHAT CITIZENS BENEFIT? 


By early 1957 Texas’ population exceeded 8,500,- 
000. Of more than 3,000,000 engaged in gainful oc- 
cupations seasonal farm employment required 400,000 
in October to 100,000 in December. Nonagricultural 
occupations required 2,900,000.8 Of 1,000,000 in 
industrial occupations nearly one-third working were 
females. One-fifth of the 2,500,000 wage and salary 
workers engaged in manufacturing, nearly 700,000 in 
wholesale and retail trade, 400,000 in construction, 
transportation, and utilities, nearly 300,000 in busi- 
ness services, and 600,000 in petroleum and natural 
gas, finance, insurance and banking, governmental, 
and other occupations. There were nearly 400,000 pro- 
prietors, self-employed, and unpaid family workers, 
while 140,000 were private household employees. 
Barely exceeding the national average of unemploy- 
ment, Texas had varied unemployment in different 
areas. 

Where were people at work? Industrial workers 
concentrated in a few places. With nearly 11,000 
manufactories in 808 of our 872 incorporated com- 
munities, most were in 10 main centers, with 1 to 
20,000 employees. Generally a factory was a small 
establishment. With 2,887 factories in two leading 
cities only 123 had more than 250 employees each.® 
Farmers and ranchmen throughout the state were 
aided in their occupations by some 300 district and 
county agricultural agents and many home demon- 
strators of the Cooperative Agricultural and Home 
Economics Extension Service.* Unpaid and paid 
homeworkers were equally distributed over the entire 
state. All of the other occupations mentioned were 
distributed over the state commensurate with the 
needs for their services. However, no system was 
serving city workers as effectively as that serving 
those working on farms and in farm homes. 


STATE PROGRAM 


Different criteria apply to the 40 states having oc- 
cupational health programs. Different priorities are 
indicated for some segments of our own program. 
The State Department of Health design of an occu- 
pational health program promotes most effective im- 
plementation by local efforts. Our local contacts are 
with and through 47 local health departments serving 
most of Texas’ population, 5 in separate cities, 42 
serving 57 counties. As proper focal points for in- 
tegrating support, what may these local departments 
expect from the state program? 

The Division of Occupational Health of the State 





*Tiexas Agricultural and Mechanical College and the U. S. 
Department of Agriculture. 
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Department of Health is expanding past efforts to 
realize coordinated management designed to: 

1. Maintain up-to-date knowledge and essential 
reference materials. 

2. Disseminate widely recent and pertinent knowl- 
edge. 

3. Distribute to local health departments timely ad- 
vice, and they, in turn, to local physicians, engineers, 
and nurses, or to groups such as county medical socie- 
ties, nursing groups, and engineer groups; to manage- 
ments and employers; to citizens in all communities; 
to local worker groups, including local chapters of 
unions; to farmers and ranchmen. 

4. Integrate occupational health with other activi- 
ties of the State Department of Health, with other 
state agencies having primary responsibilities in re- 
lated fields, with state headquarters or main offices 
of professional associations, union, and other worker 
groups, and with other nongovernmental groups con- 
cerned. 

5. Study directly occupational health hazards on 
the farm and in the city, on the site and in the lab- 
oratory. 

6. Obtain and apply appropriately accurate statisti- 
cal data pertaining to occupational health hazards and 
health aspects of occupational injuries, including data 
collected by other state agencies. 

7. Provide consultations upon request, followed by 
appropriate reports of findings, conclusions, and rec- 
ommendations for corrective or alleviating actions. 

8. Participate in conferences, seminars, training 
courses, and group meetings, upon request, and test 
and evaluate results of our program and our recom- 
mendations. 

9. Obtain additional consultant services from fed- 
eral agencies or others more qualified to solve un- 
usual or complex local problems. 

Our major local objectives to assure adequate local 
resources and our maximum efforts contributed to 
support of local personnel, especially practicing phy- 
sicians, should assure marked improvements in 

1. Conditions in the working environment, where 
each one actually works. 

2. Conditions in the living environment away from 
the job in the home and in the community, which 
affect or may be influenced by the occupation. 

3. Conditions in the worker, considering his health 
status and assuring his ability to participate in the 
program. 

We must continue to cooperate with other states. 
Texas is vitally involved in problems of national pro- 
grams of air pollution control, radiation protection, 
and others which cross state lines. Almost untouched 
problems are civilian airborne occupational health 
hazards, abatement of noise created by modern air- 
planes and in modern industry, and control of harmful 
vibrations. We must adjust to newer circumstances 
to insure an adequate and balanced program. Seek- 
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ing success through preventive measures, we shall 
depend upon existing organizations to avoid duplica- 
tion of efforts. We shall recommend and promote 
local provision of the best known curative or adapta- 
tion measures off the job to improve or restore per- 
sonal health for production capabilities. We shall 
keep the citizens of Texas thoroughly informed of 
our activities. 


MEDICAL SOCIETY PARTICIPATION 


The foregoing does not indicate a vacuum in Texas! 
Much has been achieved; much remains to do and to 
be done. Many larger manufacturing plants have ex- 
cellent going programs. Concurrently with promotion 
of industrial health the Texas Medical Association has 
joined actively with the Texas Agricultural Extension 
Service and State Department of Health to promul- 
gate a dynamic rural occupational health program. 


FUTURE PRIORITIES 


Certain groups require priority in our integrated 
occupational health program. Farmers, ranchmen, 
farm workers require attention more than any other 
group unless it is home workers, the unpaid family 
workers, and private household employees. A third 
“must” group comprises employees of manufacturing 
enterprises employing small numbers (less than 250). 
The one-fifth of all workers in wholesale and retail 
trade, one-eighth in construction, transportation and 
utilities, one-eighth as self-employed and proprietors, 
are almost neglected up to now. Nearly one-sixth in 
petroleum and natural gas, finance, insurance, bank- 
ing, governmental, and educational occupations are 
only partially covered. 


SUMMARY 


A statement concerning an expanded Texas occu- 
pational health program has been followed by sug- 
gested measures for implementing component seg- 
ments thereof. Maximum collaboration between local 
health departments, local professional people and 
community leaders assures success. The fullest atten- 
tion of the Division of Occupational Health is pledged 
to furnishing additional information, consultation, and 
the recommending of standards or methods for com- 
batting occupational hazards. The challenge is great. 
The opportunity is infinite. 
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NTICHOLINERGIC therapy has become well es- 
tablished in the medical management of peptic 
ulcer as clinical experience has demonstrated that 
these drugs are very useful adjuncts to the usual regi- 
men of diet, antacids, and rest.! Anticholinergic prep- 
arations, particularly the quaternary amine types, are 
used almost routinely in the treatment of gastric and 
duodenal ulcer. 

Pharmacologically, these agents are potent inhibi- 
tors of gastric secretions and gastric motility.1® 14 © 
They also are effective in alleviating the pain of 
duodenal ulcer.» * When administered in small dos- 
ages, the site of action is principally at the ends of 
the postganglionic parasympathetic nerve fibers where 
acetylcholine is released. This accounts for the marked 
vagolytic effect on the gastrointestinal tract. With 
large dosages, however, these agents are capable of 
blocking cholinergic synapses at other sites, such as 
the dorsolumbar sympathetic ganglions, the salivary 
glands, and the urinary bladder. Anticholinergic block- 
age at these sites produces the undesirable effects 
sometimes observed with these drugs. 

The short duration of action and the manifestation 
of undesirable side effects have been the main dis- 
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advantages of most of the anticholinergic drugs. In 
addition, these agents are contraindicated for patients 
with glaucoma, prostatic hypertrophy with urinary 
retention, and duodenal ulcer with organic obstruc- 
tion at the pylorus. 


An anticholinergic agent providing prolonged and 
effective action on the gastrointestinal tract without 
undesirable side effects would approach the ideal in 
therapy for peptic ulcer. This report concerns our 
preliminary experience with a new, prolonged action 
anticholinergic drug as an adjunct to the medical 
management of peptic ulcer. The drug under investi- 
gation is a brand of propantheline bromide.* The 
propantheline bromide in the preparation we have 
investigated differs from Probanthine in that the 
active ingredient is released from the tablet gradually 
over a period of 8 to 12 hours. 


Dr. Nicholas C. Hightower, Jr. 
and his co-author are from the 
Section of Gastroenterology, De- 
partment of Internal Medicine 
at Scott and White Clinic. 





Anticholinergic therapy is a useful adjunct to diet, antacids, 
and rest in the medical management of peptic ulcer. A pro- 
longed action form of propantheline bromide was effective in 
cases of uncomplicated ulcer in a series of 15 patients, usually 
resulting in freedom from epigastric distress in 24 to 72 hours 
after institution of the drug, with few side effects. 


CLINICAL MATERIAL 


Fifteen white patients with active symptoms of 
peptic ulcer were selected for study. The group con- 
sisted of 9 men and 6 women. The average age was 
47 years. All of the patients had careful roentgen- 
ologic examinations of the stomach and duodenum. 

In 12 patients, deformities or peptic ulcer craters 
were demonstrated in the duodenum. In 2 of these 
patients with duodenal ulcers, additional findings in- 
cluded a gastric ulcer in 1 patient and a phytobezoar 
in the other. In 2 patients, the ulcer craters were 
located in the prepyloric area; and for the remaining 
patient, the results of the roentgen examination were 
negative. This patient was included in the series be- 
cause the clinical history and symptoms were indis- 
tinguishable from findings created by an active duo- 
denal ulcer. Also, there was marked hyperchlorhydria 





*The prolonged action probanthine was furnished to us 
by Dr. J. W. Crosson of G. D. Searle & Company, Chicago. 
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reaching 79 clinical units of free acidity, and 106 
units of total acidity. 

In the 12 patients with demonstrable duodenal 
ulcer, the average degree of free acidity was 55 clini- 
cal units, and the total acidity was 83 clinical units. 
In the 2 patients with prepyloric ulcer, free acidity 
was 25 and 34 clinical units, while total acidity was 
40 and 52 clinical units, respectively. 

The duration of symptoms for all of the 15 pa- 
tients varied from 1 to 72 months. The average dura- 
tion was 41 months. When observed by us, 12 of the 
patients had been hospitalized and referred to the 
gastrointestinal setvice, but 3 were seen first in the 
diagnostic sections of the clinic. 


METHOD OF TREATMENT 


All but 3 of the 15 patients were hospitalized for 
initial management. The patient with hyperchlorhy- 
dria and 2 of the patients with duodenal ulcer were 
followed as out-patients for periods of 4 months each. 
For the hospitalized patients, all diets and medica- 
tions were standardized. The diet consisted of bland 
foods, without excessive seasonings. Between meal 
feedings of milk and cream (2 ounces each) were 
given. An antacid, magnesium trisilicate and alumi- 
num hydroxide gel, also was used. At first, all pa- 
tients took the antacid, 2 drams, every hour while 
awake. This schedule was continued until all symp- 
toms had disappeared. The antacid then was taken 
only 4 times a day, 20 minutes after meals and at 
bedtime. One tablet, 30 mg., of the prolonged action 
anticholinergic agent was given before breakfast, and 
another tablet, 30 mg., at bedtime. Sedation was 
avoided in all except 2 of the patients. The excep- 
tions were patients who exhibited anxiety states and 
who had associated diseases. One patient who recent- 
ly had a myocardial infarction was given phenobarbi- 
tal, 0.5 grains, three times daily. The other patient 
had severe hypertension of 210 mm. of mercury 
systolic and 120 mm. of mercury diastolic, and was 
given phenobarbital, 1 grain, three times daily. 

All hospitalized patients remained ambulatory. The 
period of hospitalization varied from 7 to 14 days. 
Following dismissal of the patients from the hospital, 
observation was continued in the clinic. The duration 
of treatment varied from 2 to 24 weeks. The average 
duration of treatment for all of the patients was 11.8 
weeks. 


RESULTS 


The results of therapy were considered excellent 
for 10 of our 15 patients. These 10 patients became 
asymptomatic within 24 to 72 hours after institution 
of the treatment regimen, and they remained free of 
symptoms throughout the period of observation. 
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For 1 patient, the results were classified as good. 
This patient remained asymptomatic for 16 weeks 
while on medication; but after its discontinuance, 
mild symptoms of postprandial distress recurred. The 
patient again became asymptomatic when the anti- 
cholinergic therapy was resumed. 

Results were poor for 3 patients. None, however, 
had a simple, uncomplicated duodenal ulcer. One 
patient had an associated gastric ulcer with a demon- 
strable crater. This patient became asymptomatic, but 
no evidence of healing of the gastric lesion was ob- 
served after 6 weeks of treatment. Surgical interven- 
tion was advised, and at operation the gastric ulcer 
was proved to be malignant. Another of these pa- 
tients with poor results had a duodenal ulcer and a 
gastric phytobezoar. No healing of the duodenal ulcer 
was observed after 4 weeks of therapy. Gastrotomy 
was performed; and, following surgical treatment, the 
patient improved rapidly and became asymptomatic 
but remained well only so long as a strict medical 
regimen was followed. The third patient with poor 
results had a prepyloric ulcer demonstrated by roent- 
genologic and gastroscopic examinations. After 2 
weeks of therapy, symptoms continued and no heal- 
ing of the ulcer could be demonstrated. Surgical 
treatment was advised, and an adenocarcinoma, grade 
4, was revealed at operation. 


Because of the short period of observation, the 


results in the remaining patient were questionable. 
This patient was relieved of ulcer distress; but, after 
4 weeks, an acute anxiety state developed. Psychiatric 
care with the use of various sedatives and tranquil- 
izers became necessary. 


Fig. la. Spot roentgenogram showing a large ulcer crater, 
1 cm. in diameter, located in the duodenum. 
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Only’ 2 of the patients experienced undesirable side 
effects from the anticholinergic agent. In one, dry- 
ness of the mouth and mild constipation developed; 
in the other, constipation was somewhat of a prob- 
lem. In both patients the side effects appeared during 
the first few days of therapy. Medication was con- 
tinued as the symptoms attributed to the drug were 
not considered severe enough to discontinue its use. 
With continued therapy, the side effects subsided 
after a few days. 


CASE REPORTS 


Three case histories are cited to emphasize the re- 
sults obtained in this study. The first two demon- 
strate the prompt healing of a duodenal and a pre- 
pyloric ulcer crater. The third case concerns a patient 
with a prepyloric ulcer which appeared benign on 
roentgenologic and gastroscopic examinations. With 
continuous therapy, the symptoms persisted, and there 
was no evidence of healing. Surgical intervention re- 
vealed the ulcer to be malignant. 


CASE 1.—On April 11, 1955, a 48 year old woman was 
observed in the clinic. For 2 weeks, this patient had experi- 
enced dull, burning epigastric distress which usually occurred 
1 to 3 hours after meals and occasionally during the night. 
Her symptoms were aggravated by coffee, but were relieved 
by milk. Three years previously, the patient had similar 
symptoms, and a diagnosis of duodenal ulcer was made. In 
addition, the patient had noticed a small, painless nodule on 
the right side of the neck since August, 1954. This nodule 
had increased steadily in size. 

On physical examination, the abdomen was normal. In 
the right upper lobe of the thyroid gland, a firm nodule 
measuring 2 by 2.5 cm. was noted. No bruit was present. 
There were no signs of hyperthyroidism. 


b. Four months later, only minimal deformity of the 
duodenal cap is visible. The patient had continued on 
the program of therapy and had remained asymptomatic. 
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Roentgenologic examination of the stomach and duo- 
denum revealed an ulcer crater, 1 cm. in diameter, in the 
duodenum (fig. la). The basal metabolic rate was —1 


per cent. All remaining laboratory studies were within 
normal limits. 


The patient was hospitalized and a regimen of bland 
diet, antacids, and 30 mg. of the prolonged action anti- 
cholinergic agent twice a day was begun. Within 24 hours, 
she was free of symptoms and remained asymptomatic 
throughout her hospital stay. On the eighth day of hos- 
pitalization, the nodule in the thyroid was excised and 
proved to be a simple cystadenoma. The operation did 
not affect the patient’s response to the ulcer therapy. On 
the fourteenth day after admission, she was dismissed from 


the hospital but was advised to continue the same medical 
management at home. 


On August 2, 1955, the patient returned for observation. 
She had continued on the treatment program as instructed. 
A determination of the gastric acids after an Ewald meal 
showed a total acidity of 56 and a free acidity of 37 clinical 
units. The roentgenologic examination of the stomach at 
this time revealed only a minimal deformity of the duodenal 
cap, and the ulcer crater had healed completely (fig. 1b). 
The anticholinergic agent was discontinued at this time. 
The patient was advised to remain on a bland diet and to 
use antacids if necessary. 


CASE 2.—A man, aged 58 years, was admitted to the 
clinic on February 14, 1957. His chief complaint was of 
“stomach trouble.” For the past 2 years, he had experienced 
postprandial discomfort consisting of epigastric “gnawing.” 
This discomfort was relieved by milk, or almost any type 
of food. Occasionally, he had been awakened at night by 
the epigastric pain. For the past year, a bland diet had 
been followed, but no specific medication had been used. 


In addition to the epigastric symptoms, he had experi- 


Fig. 2a. Roentgenogram showing an ulcer crater, 6 mm. 
in diameter, in the prepyloric region. 


86 


enced intermittent constipation. No vomiting or weight 
loss had occurred. There had been a period of anorexia 5 
years previously; however, the results of a roentgenologic 
examination of the stomach, made at that time, were nega- 
tive. Four months prior to the present admission, an epi- 
sode of severe chest pain, lasting approximately 20 minutes, 
was experienced following walking through some thick mud. 

Physical examination revealed the abdomen to be soft 
and flat. There was no tenderness, and no masses were 
palpable. Examination of the heart was negative. The blood 
pressure was 122 mm. of mercury systolic and 80 mm. 
diastolic. 

A roentgenologic examination of the stomach on Feb- 
ruary 16 revealed an ulcer crater, 6 mm. in diameter, lo- 
cated in the antral region immediately proximal to the 
pyloric canal. This ulcer had the appearance of a benign 
lesion (fig. 2a). Gastric analysis showed a total acidity of 
52 clinical units and a free acidity of 34 clinical units. On 
gastroscopic examinations, the ulcer crater was found to be 
covered with thick mucus which could not be dislodged, 
making it impossible to visualize the crater itself. It was 
noted, however, that there was no rigidity or nodularity in 
the region of the ulcer, and peristalsis did travel over the 
area in a normal manner. Four examinations of stools for 
occult blood showed only a faint trace in one specimen. 
An electrocardiogram showed evidence of a healed infarc- 
tion of the anterior myocardium. 

The patient was hospitalized for a period of 13 days. In 
addition to the previously outlined plan of treatment, pheno- 
barbital, 0.5 grain, was given three times daily. Within 24 
hours, the ulcer distress subsided. During the first week of 
therapy, mild dryness of the mouth was experienced; but 
this ceased as medication was continued. Constipation also 
occurred, but was relieved by increasing the fluid intake. 

On March 2 a roentgenologic examination of the stomach 
showed that the prepyloric ulcer crater had decreased in size 
considerably and could be visualized only faintly. The pa- 
tient continued to be asymptomatic. When dismissd from 


b. After 6 weeks of therapy, the ulcer crater had 
healed completely. The patient had been asymptomatic. 
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the hospital, he was advised to continue on the same pro- 
gram of therapy. 


On his return to the clinic for observation on March 29, 
he had no digestive complaints. Constipation or dryness of 
the mouth had not recurred. A roentgenologic examination 
showed complete healing of the previously demonstrated pre- 


pyloric ulcer (fig. 2b). Anticholinergic medication was dis- 
continued at this time. 


CASE 3.—A 53 year old housewife was referred to the 
clinic by her family physician on February 18, 1957. For 
the previous 4 months, the patient had experienced epigas- 
tric cramping, which usually occurred 3 to 4 hours after 
meals. There was some nausea but no vomiting associated 
with the cramping. Definite relief was obtained by drink- 
ing milk. The patient suffered occasionally from constipation. 
There had been a 7 pound loss of weight. 


The results of the physical examination were negative 
except for small hemorrhoids and a rectocele. 

Laboratory studies showed a hemoglobin concentration 
of 14.5 Gm. per 100 cc. of blood. The erythrocyte sedi- 
mentation rate was 17 mm. (Westergren) in 1 hour. Three 
stool specimens were examined for occult blood, and in all 
results were negative. A gastric analysis revealed a total 
acidity of 40, and a free acidity of 25 clinical units. 


On February 20 a roentgenologic examination of the 
stomach demonstrated an ulcer crater, approximately 1 cm. 
in diameter, in the prepyloric area (fig. 3a). A gastroscopic 
examination was performed, and a good view of the entire 
ulcer was obtained. The ulcer bearing area was normally 
pliable; the crater edge was smooth; and there was no bleed- 
ing. The ulcer was located too low in the antrum to obtain 
a biopsy. 

As the roentgenologic and gastroscopic findings suggested 
a benign ulcer, the patient was hospitalized and started on 
our regimen of bland diet, antacids, and 30 mg. of the 
prolonged action anticholinergic agent twice daily. On this 
program, the patient’s condition improved some, but she 
did not become asymptomatic. She continued to have epi- 


Fig. 3a. Spot roentgenogram showing large ulcer crater, 
1 cm. in diameter, in the prepyloric area. This ulcer was 


considered a benign lesion on roentgenologic and gastro- 
scopic examinations. 
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gastric distress and occasional nausea. For the first time, she 
began to experience some night pain and tenderness in the 
epigastrium. The stools remained negative for occult blood. 

On March 6 the roentgenologic examination of the stomach 
was repeated, and no change in the size of the ulcer crater 
was observed (fig. 3b). Surgical treatment was advised; 
and at operation, a small-celled adenocarcinoma, grade 4, 
of the scirrhous type, was found. There was no evidence of 
metastasis to regional lymph nodes. 


COMMENT 


The prolonged action propantheline bromide used 
in this study proved to be an effective anticholinergic 
agent for the treatment of uncomplicated peptic ulcer. 
Our observations were similar to others® in that our 
patients usually became free of epigastric distress in 
24 to 72 hours after propantheline was included in 
the regimen of medical management. Indeed, if a 
patient does not become asymptomatic within 72 
hours, the presence of a complication should be con- 
sidered. In treating patients with prepyloric and gas- 
tric ulcers, if there is no evidence of healing after 2 
or 3 weeks, a malignant process should be suspected. 

Prolonged action propantheline bromide seems to 
produce few undesirable side effects when given in 
dosages of 30 mg. twice daily. The fact that the pa- 
tient is required to take only 2 tablets (30 mg. each) 


daily for satisfactory results affords patient acceptance 
of the medication. 


The time of onset of this prolonged action is 
prompt as indicated by gastric motility studies cur- 
rently being investigated by previously described tech- 
niques” * (fig. 4). 


b. Two weeks later, after continuous therapy, the ulcer 
crater appeared unchanged. Symptoms also had con- 
tinued. Surgical treatment was advised. At operation, 
an adenocarcinoma, grade 4, was found. 
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Although the hazards of anticholinergic therapy 
have been reported by Roth, Wechsler, and Bockus,* 
their usefulness in the management of peptic ulcer 
has been presented in a critical review of the subject 
by Kirsner.® It is our belief that anticholinergic agents 
have contributed greatly to the medical management 
of peptic ulcer. As exemplified by the results in our 
series of patients, anticholinergic preparations now 
are available which provide gradually released medi- 
cation and cause few undesirable side effects. Thus, 
we seem to be approaching the ideal in anticholi- 
nergic therapy. 
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Fig. 4. Continuous record of gastric motility showing ef- 
fects of prolonged action probanthine. After a control 
period of 40 minutes, 30 mg. of the drug was given orally. 
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Inhibition of gastric motility occurred after 9 minutes and 
persisted throughout the period of observation. The pneu- 
mograph records respiration. 
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ANCREATIC CYSTS of any type are rather un- 

common, but even more uncommon are the neo- 
plastic pancreatic cysts. The rarity of the neoplastic 
cysts accounts in part for the lack of literature pertain- 
ing to the problem, and recent articles reveal that the 
total number of authenticated cases is less than 20. In 
1934, Lichtenstein* reported the first case in the 
American literature. Since then there have been a 
few intermittent single case reports, and Mahorner 
and Mattson® reported 4 carcinomatous cysts among 
88 patients with pancreatic cysts. Cattell? stated that 
there had been 5 cases at the Lahey Clinic out of 46 
patients operated upon for pancreatic cysts. 

Benign pancreatic cystadenoma, which some authors 
believe to be a precursor to the cystadenocarcinoma, 
is also very rare, with approximately 56 cases having 
been reported. This tumor is found more frequently 
in females than in males, with most cases occurring 
in persons between the ages of 30 and 50 years.® 


CASE REPORT 


CASE 1.—Mrs. J. K., a 26 year old white woman, first 
noted a left upper quadrant abdominal mass following the 
birth of her first child in December, 1953. This mass pro- 
duced no symptoms, and she thought that it disappeared and 
recurred following her second pregnancy, which terminated 
in a normal delivery in February, 1955. This time the mass 
persisted and became larger but was not associated with any 
symptoms. 

On admission of the patient to St. Luke’s Hospital in July, 
1955, there was a visibly large and protuberant mass filling 
the left upper quadrant and left flank of the abdomen, and 
it was not tender. When the patient was turned on her right 
side, the mass appeared to fall away from the left side of the 
abdominal wall and rib margin. Physical examination was 
otherwise negative, and she denied any weight loss. Liver 
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function studies, blood counts, bone marrow studies, and 
urinalysis were all within normal limits. Serum amylase de- 
terminations were 246 and 266 units per 100 cc. 

Roentgen-ray examinations revealed an inferior displace- 
ment of the left kidney, anterior displacement of the stomach, 
and anterior and inferior displacement of the splenic flexure 
of the colon. These examinations, in addition, were noted to 
reveal in the left upper quadrant a large mass containing 
small areas of calcification. 

On July 29 the patient was operated upon under general 
anesthesia, through a long left rectus muscle splitting in- 
cision. Upon opening of the peritoneal cavity, a huge cystic 
tumor mass presented itself, filling the entire upper left side 
of the abdomen. This was noted to arise from the pancreas. 
Exploration of the rest of the abdominal viscera revealed no 
abnormalities. There were numerous large vessels overlying 
the mass, some of which measured 1 cm. in diameter. Be- 
cause it would have been technically difficult to remove the 
cyst without aspirating its contents, the cyst was opened and 
approximately 3,000 cc. of a very thick, viscid, greenish- 
brown fluid were evacuated. Following decompression, the 
opening in the cyst was closed and the mass was resected in 
continuity with the spleen, the vessels of which ran through 
the capsule of the cyst. The cyst was separated from the 
transverse colon, splenic flexure, left adrenal gland, renal 
vessels, and stomach without difficulty. The pancreas was 
divided at the junction of the body and head, with ligation 
of the bleeding points and duct system. The opening in the 
transverse mesocolon was repaired. The denuded surface was 
reperitonealized, and a large Penrose drain was brought out 
from the area of transected pancreas through a stab wound 
in the left side of the abdominal wall. 


Dr. Randolph Rutledge, former- 
ly of St. Louis City Hospital, and 
his co-author made this study at 
the Surgical Service, St. Luke’s 
Hospital, and the Department of 
Surgery, Washington University 
School of Medicine, St. Louis. 


A case of the rare papillary cystadenocarcinoma of the pan- 
creas (fewer than 20 authenticated cases in the literature) is 
presented. The lesion’s slow rate of growth is suggested by the 
patient's long clinical history prior to surgery. Radical resection 
is the treatment of choice. Internal drainage offers palliation 
to the patient whose disease is too far spread for operation. 


The postoperative course was uneventful except for the 
development of pneumonia, which responded promptly to 
antibiotics. The drain was removed on the fifth postopera- 
tive day, and the patient was discharged on the eleventh post- 
operative day. 

Intra-abdominal masses and ascites became apparent in 
August, 1956. Cell block performed on the ascitic fluid 
revealed the presence of recurrent disease, and evidence of 
cerebral metastases developed shortly thereafter. The patient 
died on September 24. 

Pathologic Examination.—The specimen (fig. 1) consisted 
of a spleen measuring 12.0 by 4.5 cm. and attached omen- 
tum, along with a cystic tumor mass that was 18.0 by 13.0 
by 8.0 cm. in diameter. The capsule was thick, measuring 
1.0 cm. in diameter, and was laminated. The capsule was 
grayish-white, and normal pancreatic tissue was attached to it. 
Many large vessels were noted over the surface. The cyst con- 
tained brownish, viscid, thick material. There were locula- 
tions and trabeculae, and nodules of tumor tissue were present 
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over the inside of the cyst wall. Several plaques of calcium 


were noted. On cut section, the tumor nodules appeared 
gelatinous. 


Sections of the cyst wall revealed a fibrous structure lined 
with columnar epithelium which in some areas showed in- 
vasion. Sections through the tumor nodules revealed papil- 
lary projections consisting of a fibrous tissue stalk lined with 
columnar epithelium which in some areas was definitely in- 
vading the stalk. Necrosis was a prominent feature through- 
out the growth. Nine lymph nodes found in the specimen 
revealed no evidence of tumor invasion. 


Figure 2 shows a representative area of tumor. 


Fig. 1. The gross specimen is shown after it was fixed 
with formalin. 


CLASSIFICATION OF LESIONS 


Much of the difficulty in determining the patho- 
logic diagnosis and treatment in these cases stems 
from an inability to classify these lesions. Lichten- 
stein* divided malignant pancreatic cysts into three 
types: (1) essentially solid adenocarcinomas with 
epithelial lined cysts (occasionally papillary), (2) 
large epithelial cysts with carcinoma in the pancreas 
outside the cyst wall, and (3) papillary cyst adeno- 
carcinomas. Burk and Hill,’ in a later article, classi- 
fied malignant cysts of the pancreas as (1) cystade- 
noma, (2) cystadenocarcinoma, and (3) teratomat- 
ous cysts. 


It is our opinion that in order to classify these 


TABLE 1.—Classsification of Pancreatic Cysts. 


1. Benign cysts. 
A. Developmental. 
B. Inflammatory. 
C. Traumatic. 
D. Parasitic. 
2. Neoplastic cysts. 
A. Cystadenoma. 
B. Cystadenocarcinoma. 
C. Teratomatous cyst. 
D. Primary solid adenocarcinomas with 
necrosis and/or cyst formation. 


lesions one must first classify pancreatic cysts, and 
we have adopted a slight variation of the classifica- 
tion of Cattell. Our classification is noted in table 1. 

In the description of the neoplastic cysts, one may 
well group the cystadenoma and the cystadenocarci- 
moma together as far as the gross appearance is 
concerned. They are definitely cystic. In contrast to 
the majority of pancreatic neoplasms, these lesions 
tend to be located in the body or tail of the pancreas, 
rather than the head of the pancreas. They tend to 
be extremely vascular, and generally the cystadenomas 
are smaller than the cystadenocarcinomas. According 
to Lichtenstein,’ “The cystadenocarcinoma consists of 
a single, large encapsulated, perhaps lobulated cyst, 
with papillary excrescences upon its wall, not unlike 
the neoplasms of a similar nature seen much more 
frequently in the ovary.” Generally speaking, this 
also would appear to hold true as a description for 
the cystadenoma. These lesions are characterized, both 
grossly and microscopically, by large cystic spaces, 
lined by flattened cuboidal or tall columnar epitheli- 


Fig. 2. The photomicrograph pictures a representative 
area of the tumor. 


um, some of the spaces having a smooth lining, others 
having multiple papillary projections overlying a 
dense fibrous stroma. In the cystadenocarcinoma, one 
will find areas that might appear perfectly benign, so 
that it behooves one to make multiple sections of 
what appears to be a cystadenoma in order to rule out 
malignancy. At one time it was suggested that those 
lesions which showed papillary projections on histo- 
logic examination should be regarded as malignant. 
However, at the present time it is our opinion that 
the criteria for malignancy must rest upon anaplasia 
of the cells, invasion of the connective tissue stalks 


and/or the cyst wall, or evidence of distant spread of 
the tumor. 


The other two neoplastic cysts should afford one 
little difficulty in differentiation, since the one is 
primarily a solid tumor containing small cystic spaces, 
usually found in the head of the pancreas, and the 
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other will contain the usual teratomatous elements. 
Cattell” stated that the fluid in a neoplastic cyst tends 
to be more viscid and gelatin-like than the fluid in 
other pancreatic cysts. Usually one or more pancreatic 
enzymes are found in the cyst fluid, but these have 
not been shown to be specific in type or amount. 
Whether or not the fluid contains transplantable ma- 
lignant cells has never been determined, but we see 
no reason to believe that it would not. 


DISCUSSION 


There are no pathognomonic symptoms, physical 
findings, or laboratory studies helpful in the diag- 
nosis of a malignant cyst of the pancreas. The most 
common complaints of these patients are a slowly 
growing, nontender, upper abdominal mass, which 
may or may not be associated with abdominal pain, 
nausea, vomiting, anorexia, rapid filling after meals, 
or weight loss. Depending upon the location and ex- 
tent of the tumor, an occasional patient may have 
jaundice or diabetes mellitus. 

Physical examination will reveal a mass, which 
with difficulty may be differentiated from spleen, 
liver, or other abdominal masses. As previously men- 
tioned, laboratory work is nonspecific, including the 
blood amylase level, which usually will be normal. 
The most pertinent data in the diagnostic work-up 
are obtained on roentgen-ray examinations with the 
use of the barium meal, barium enema, and intra- 
venous pyelography, revealing the mass in relation to 
other viscera. Generally the stomach will be displaced 
anteriorly, superiorly, and to the right. The trans- 
verse colon will be displaced inferiorly, as may be 
the left kidney. 

The treatment of cystadenocarcinoma of the pan- 
creas is radical excision of the cyst, with as much 
pancreas as is necessary and with the sacrifice of ad- 
jacent organs if indicated for complete removal of 
the tumor. Occasionally one will be able to determine 
without opening the cyst that it is of neoplastic ori- 
gin, and thus to remove the cyst intact. More often, 
either to establish the diagnosis or to make removal 
technically possible, it will be necessary to aspirate 
the contents of the cyst. In doing so, every precaution 
must be taken to prevent contamination of the peri- 
toneal cavity with the cyst contents. Also, care must 
be taken to avoid separation of the laminated layers of 
the cyst wall while dissecting the cyst free from sur- 
rounding structures. The size of the cyst, the marked 
vascularity, and the close conjunction with many vital 
structures, makes the removal a rather difficult tech- 
nical problem. Until recently, either through failure 
to recognize the cyst as neoplastic in origin or because 
of the technical difficulties associated with total ex- 
cision, very few of these lesions have been treated 
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by adequate excision. Only 1 case in Kennard’s 
series® treated by total excision had a definite diag- 
nosis of cystadenocarcinoma. Burk and Hill’ reported 
a single case so treated, as did Mason, DeGiorgio, 
and McGrath.® 

The majority of these patients have been treated 
by internal or external drainage and eventually suc- 
cumbed to their disease. If the lesion is recognized and 
treated by excision when first discovered, a significant 
number of patients might be cured. The criteria of 
incurability at the time of surgery would rest essen- 
tially with the demonstration of distant metastases or 
invasion of vital structures which would preclude 
complete removal of the tumor. In such cases the 
treatment should be partial excision or some type of 
drainage procedure. Cattell? recommended internal 
drainage in such cases in an effort to make the patient 
more comfortable. 

With so few cases having been reported, and even 
less having been treated by excision, it is difficult 
to formulate ideas regarding the prognosis of this 
lesion. It has been stated that this lesion has a ten- 
dency to remain intracystic for a long period of time, 
and if this is true, and if the lesion is adequately re- 
moved prior to becoming invasive, the case might 
have a favorable prognosis. 


SUMMARY 


A review of the literature of cystadenocarcinoma 
of the pancreas and a case report are presented. Ade- 
quate treatment consists of radical resection. The 
long clinical history prior to surgery indicates the 
probable slow rate of growth of this lesion, and the 
thick capsule probably provides the means of con- 
tainment. Inoperable cases receive the greatest degree 
of palliation from internal drainage (pancreatico- 
jejunostomy or pancreaticogastrostomy ). 
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Cecal Ileus 


An Undescribed and Helpful 
Sign in Acute Appendicitis 


LESTER M. MAY, M.D.; 
FRANCIS E. O’NEILL, M.D.; and 
S. W. ALLEN, M.D. 


San Antonio, Texas 


BOUT 217 persons die in the United States each 
month from acute appendicitis,> mainly because 

the clinical picture is sometimes atypical and con- 
fusing. Boyce® found that the so-called “classic triad 
—pain, nausea, and right sided tenderness” is absent 
in one-half or more of all cases. Keyes and Hawk°® 
have expressed the opinion that progressive midline 
cramps, anorexia, and rectal tenderness are more de- 
pendable criteria. Boyce has added “downward urge” 


Dr. Lester M. May is an intern- 
ist; his co-authors are a radiol- 
ogist and a general practitioner 
and surgeon respectively. 


A hitherto undescribed sign in acute appendicitis, localized 
cecal ileus evident radiographically, may be an aid in the dif- 
ferential diagnosis of this condition. Cecal ileus may be con- 
sidered as an addition to the sign of localized small bowel 
ileus described previously by Levitin. 


to this list. Statistical tables of other authors show 
still further variation as to the relative frequency of 
pertinent symptoms and signs.* One must conclude 
from such variable statistics that the clinical picture 
of acute appendicitis is at times quite variable, espe- 
cially in the young and the aged, and possibly in- 
creasingly variable, according to Boyce,® following the 
introduction of antibiotics with concomitant mis- 
guided and dangerous attempts to substitute anti- 
biotic therapy for appendectomy. 

We believe that the addition to our diagnostic 
forces of the following x-ray sign, not previously 
described, at times will furnish much needed aid in 
the occasionally difficult problem of diagnosing acute 
appendicitis. 
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X-RAY CONSIDERATIONS 


Generalized paralytic ileus is a common radiograph- 
ically demonstrated manifestation of many varied con- 
ditions, among them shock, cerebrovascular accident, 
coronary occlusion, and acute biliary or urinary colic. 


Regional (small bowel or segmental) ileus, in- 
volving the jejunum or ileum, is found in the pres- 
ence of localized acute inflammatory disease of the 
abdomen, and is a definite radiographic sign in acute 
pancreatitis, cholecystitis, appendicitis, and localized 
peritonitis. The term, “sentinel loop”® has been aptly 
used to describe focal or regional distention of the 
jejunum or ileum secondary to acute inflammation 
of an abdominal viscus. From this evidence alone, 
however, it frequently is not possible to determine 
the exact site of the disease, since maximal jejunal 
or ileal distention is sometimes seen midway between 
either the appendix and gallbladder or between the 
pancreas and one of these other structures. 


In the cases described, we have noted on scout 
films of the abdomen a localized distention confined 
to the cecal area without other significant paralytic 
ileus. In one of the cases a typical appendiceal feco- 
lith further suggested an appendiceal lesion. We be- 
lieve that, when present, the cecal ileus is a more 
positive diagnostic sign of acute appendicitis than is 
a localized small bowel ileus. 


Increase in, or persistence of, a cecal ileus on serial 
radiographs in our cases was strong evidence of a 
gangrenous appendicitis with localized peritonitis. 


CASE REPORTS 


CASE 1.—D. G., a 4 year old white girl with epigastric 
pains, vomiting, and localization of pain, tenderness, and 
muscle spasm to the right lower quadrant over a 24 hour 
period, was admitted to the Santa Rosa Hospital on October 
10, 1953. A plain supine abdominal film demonstrated “a 
small amount of paralytic-appearing ileus in the region of 
the cecum and terminal ileum.” The presence of a lami- 
nated calculus fecolith just lateral to the cecum aided in 
localizing the presence of paralytic ileus to the cecum. At 
operation, a diffusely inflamed and partially necrotic ap- 
pendix was removed. 


CASE 2.—P. K., a 23 year old white woman, was ad- 
mitted to the Santa Rosa Hospital on November 1, 1954, 
complaining of frequent and severe vomiting with inter- 
mittently severe epigastric cramps for 18 hours. Pain and 
tenderness became localized to the right lower quadrant 6 
hours after admission. Blood studies revealed 12,400 white 
blood cells per cubic millimeter with segmented polymor- 
phonuclear leukocytes, 91 per cent and stabs 3 per cent. 
Urinalysis (catherterized specimen) showed specific gravity, 
1.010; acetone, positive; and occasional pus cells. A plain 
supine film of the abdomen demonstrated “localized par- 
alytic ileus in the right midabdomen”; this was thought to 
be most likely cecal in location. An upright plain film of 
the abdomen did not show any fluid levels. The appendix 
at operation was severely inflamed, with several soft necrotic 
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areas; the pathologic diagnosis was acute diffuse gangrenous 
appendicitis. There was also, at operation, slight localized 
periappendiceal and pericecal peritonitis. 

CASE 3.—R. M., a 28 year old white man, was admitted 
to the Santa Rosa Hospital May 13, 1955. Family and past 
history were essentially negative. The present illness began 
approximately 36 hours before admission. The main symp- 


Fig. 1. Case 1. This scout film of the abdomen shows 
gas in the cecum, right colon, and small bowel, particu- 
larly in the cecum. A laminated fecolith can be seen 
lateral to the cecum. 


tom was epigastric pain which radiated to the right lower 
quadrant and to the right costovertebral angle; the lumbar 
radiation of the pain was the more severe and prominent of 
the 2 radiations. Also, rather than being continuously pro- 
gressive, the pain subsided completely after the first 12 
hours only to return in full force 12 hours later. During 
the first 24 hours of the present illness, the patient had 
been under observation at another local hospital where no 
definite diagnosis had been made, and treatment had con- 
sisted of bed rest, fluids, and antibiosis. On admission, pain 
and tenderness were present in both the right lower quad- 
rant and the right lumbar region, laterally. Laboratory 
studies showed white blood cells 13,850; segmented poly- 
morphonuclear leukocytes, 73 per cent; and stabs, 8 per 
cent. Urinalysis showed: reaction, acid; specific gravity, 
1.025; albumin, trace; microscopic examination, occasional 
white cell; porphobilinogen, negative; serum amylase, 56 
units. Supine and vertical plain films of the abdomen at 
the time of admission demonstrated air in the cecum and 
terminal ileum, as well as air-containing small bowel loops 
in the midabdomen. These x-ray changes were interpreted 
as compatible with acute appendicitis or acute pancreatitis. 
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During an overnight observation period of 14 hours, symp- 
toms and signs became localized in the right lower quadrant. 
Repeat supine and vertical films of the abdomen 14 hours 
after admission demonstrated persistence of the cecal ileus. 
On the basis of this final x-ray confirmation of the clinical 
impression, acute appendicitis was diagnosed and lapora- 
tomy was performed on the morning of May 14. The ap- 
pendix showed grossly severe, acute, purulent inflammation. 
Appendectomy was performed. Recovery was rapid and un- 
eventful. Postoperative urinalyses were negative. 

It is to be noted that all of the 3 cases reported 
were to some degree atypical or difficult diagnostical- 
ly. None of the cases was a pure example of the 
so-called “classic triad.” In case 1 it was impossible, 
of course, to elicit positive evidence of progressive 
midline cramping pain. Case 2, also, was not an easy 
clinical diagnosis preoperatively. The severe and per- 
sistent vomiting to the point of acetonuria and the 
pyuria of a catheterized urine specimen were obscur- 
ing and confusing features. The pain in case 3 had 
radiations to the lumbar region, suggesting the possi- 
bility of a stone or other renal disease. Since the clin- 
ical picture of each of these cases was somewhat ob- 
scure, it can be readily appreciated that the presence 
of the positive x-ray sign of cecal ileus in each case 
was definitely helpful in arriving promptly at the 
diagnosis of acute appendicitis and in helping us to 
proceed promptly to operation. 


Fig. 2. Case 2. Localized paralytic ileus with gas in the 
cecum and other segments of the colon is apparent in 
this routine scout film of the abdomen made with the 
patient supine. 
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DISCUSSION 


The pathogenesis of localized ileus, as explained 
by Alvarez and Hosoi,’ is twofold: (1) “a flatten- 
ing or reversal of the normal gradient of intrinsic 
(peristaltic) forces” and (2) “an excess of nervous 
(vagal and splanchnic) inhibition.” Alvarez,’ using 
rabbits, injected turpentine into the tissues about the 
ileocecal sphincter, producing considerable bowel in- 
jury and a localized ileus. Segments of the dilated 
bowel at the ileocecal sphincter were then excised 
from the injured animals and placed in warm aerated 
Locke’s solution. These loops behaved normally, 
showing that the failure of the bowel to pass onward 
its contents was not due to injury of the muscle. 
Alvarez and Hosoi concluded from these experiments 
that a localized irritation of the peritoneum will pro- 
duce an inhibitory impulse via the sympathetics, act- 
ing to produce localized bowel ileus. Similar obser- 
vations by Hotz and Arai are quoted by Alvarez’ as 
indicating that in experimental ileus with locally in- 
duced peritonitis the intestinal muscle is held in leash 
by nervous inhibition via the pathway of the splanch- 
nic sympathetics and the vagal parasympathetics. 

Pathogenically, then, the presence of localized large 
bowel cecal ileus means the presence of at least local- 
ized visceral or parietal peritonitis, or both. It is a 
sign pointing to progressive rather than subsiding 
appendiceal inflammation. Therefore, we have here 
not otily an additional diagnostic clue pointing to 
appendicitis but also, by considering the sign’s patho- 
genesis, a visual prognostic warning of incipient 
though still localized peritoneal inflammation. In all 
3 cases, this sign of cecal ileus helped to clinch the 
diagnosis of acute appendicitis; also, by considering 
its pathogenesis, the sign warned us to proceed im- 
mediately to appendectomy. In all 3 cases, gangren- 
ous appendicitis was found at operation. 

In Levitin’s 2 cases,® severe gangrenous appendi- 
citis was found following x-ray appearance of local- 
ized small bowel ileus (jejunum or ileum). We be- 
lieve ours are the first reported cases of severe gan- 
grenous appendicitis found following x-ray appear- 
ance of localized cecal (large bowel) ileus. 


We agree with Boyce that the diagnosis of acute 
appendicitis or even its strong suspicion should be 
simultaneous with the decision to perform a laparot- 
omy and, if possible, an appendectomy. In consider- 
ing this diagnosis of acute appendicitis we simply 
urge a more widespread searching of plain abdom- 
inal x-ray films for this sign of cecal ileus. Our hope 
is that, as in the 3 cases reported, the finding of this 
sign occasionally will furnish an additional positive 
diagnostic aid pointing toward acute appendicitis and 
thereby result in more prompt removal of inflamed 
appendices. 
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Fig. 3. Case 3. A routine scout film of the abdomen, 
with the patient supine, shows moderate accumulation of 
gas in the cecum and terminal ileum. This condition per- 
sisted over a 14 hour period. 


CONCLUSIONS 


It is to be noted that, as in the cases described here, 
the clinical picture in acute appendicitis is not al- 
ways clear, especially in children and in the elderly. 
The imitators of acute appendicitis are legion, too 
numerous to describe in a brief paper. Therefore, 
any laboratory procedure that might aid our pre- 
operative medical opinion when appendicitis is a 
possibility certainly should be welcomed and used. 
In most acute abdominal situations, preoperative 
supine, upright, and even lateral plain abdominal 
films are ordered. Not so with acute appendicitis. 
Despite the continuing mortality from appendicitis, 
despite the continuance of missed diagnosis relative 
to the appendix, and despite the use of the radiologist 
in practically every other acute abdominal situation, 
the internist and surgeon continue to overlook a help- 
ful measure in not calling more often for plain x-rays 
of the abdomen when the clinical picture suggests 
acute appendicitis. 

At a local hospital, we now have under way a study 
to determine, by routine plain abdominal films on all 
cases admitted with the diagnosis of suspected acute 
appendicitis, the frequency of the x-ray sign herein 
described as localized cecal ileus. Even though the 
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sign be observed infrequently, it may at times aid 
appreciably in the differential diagnosis of acute ap- 
pendicitis, a disease which still causes many deaths. 

What we are describing as previously unreported 
is actually an addition to Levitin’s sign of localized 
small bowel ileus, now also to include cecal ileus as 
a diagnostic sign in acute appendicitis. 
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Child Psychiatric Service 
Available in North Carolina 






A Child Psychiatry Inpatient Service in the North Caro- 
lina Memorial Hospital but available to out-of-state patients 
was opened February 1, announced the Department of Psy- 
chiatry of the University of North Carolina School of Med- 
icine. The nine bed service will be used for intensive diag- 
nostic evaluation and short term therapy of emotionally 
disturbed children under 12 years of age. 

Children may be referred as private or staff patients from 
North Carolina and as private patients from other states. 
Inquiries should be addressed to the Admissions Officer, 
Psychiatric Center, North Carolina Hospital, Chapel Hill. 













Child Emotions Tested 







A child’s response to having a shot is a good clue to his 
emotional maturity, said Dr. Karl E. Kassowitz in the Janu- 
ary Journal of Diseases of Children. A study of 133 chil- 
dren, ranging from tiny babies to 12-year-olds, who had 
taken 328 injections, showed changing responses as they 
grew older, said Dr. Kassowitz. 


Many shots and vaccinations that children must routinely 
undergo offer an excellent means for studying their psychol- 
ogy and measuring their maturity, said Dr. Kassowitz. All 
children must learn self-control and develop pride in their 
toughness. Their reactions to shots show how well they have 
developed these traits, he pointed out. 
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Southern Psychiatric Association, Tennessee, October, 1958. Dr. Frank 
Luton, Nashville, Pres.; Dr. Iverson O. Brownell, Greenville, S. C., 


Southwest Regional Cancer Conference, Fort Worth, September, 1958. 
Dr. O. J. Wollenman, Jr., Fort Worth, Chm.; Mrs. Ira Frances Ball, 
264 W. 11th, Fort Worth, Secy. 

Southwestern Medical Association, Tucson, Ariz., Oct. 23-25, 1958. 
Dr. Louis G. Jekel, Phoenix, Pres.; Dr. Russell L. Deter, 1501 Ari- 
zona, El Paso, Secy. 

Southwestern Society of Nuclear Medicine, Dallas, April 11-12, 1958. 
Dr. Jack G. S. Maxfield, Dallas, Pres.; Dr. J. R. Maxfield, Jr., 311 
Medical Arts Bldg., Dallas, Secy. 


Tri-State Medical Assembly, Shreveport, Sept. 18, 1958. Dr. James 
Gatline, Camden, Ark., Pres.; Dr. Jason Sanders, Sanders Clinic, 
Kings Highway, Shreveport, La., Secy. 

United States-Mexico Border Public Health Association, Hermosillo, 
Sonora, Mexico, April, 1958. Malcolm H. Merrill, Berkeley, Calif., 
Pres.; Dr. Sidney B. Clark, 243 U. S. Court House, El Paso, Secy. 


State 


Private Clinics and Hospitals Association of Texas, Dallas, Dec. 14-15. 
1958. Dr. Joe Shepperd, Burnet, Pres.; Mr. Henry E. Taylor, Med- 
ical Arts Building, Dallas, Executive Secy. 

Texas Academy of General Practice, San Antonio, Sept. 22-24, 1958. 
Dr. G. W. Cleveland, Austin, Pres.; Mr. Donald C. Jackson, 1905 
N. Lamar, Austin, Executive Secy. 

Texas Academy of Internal Medicine, Galveston, Dec. 6-7, 1958. Dr. 
A. W. Harris, Dallas, Pres.; Dr. Hugo T. Engelhardt, 1216 Main, 
Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Houston, April 20-21, 1958. Dr. W. D. 
Marrs, Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, Waco, 
Secy. 

Texas Association of Blood Banks. Dr. C. D. Fitzwilliam, Fort Worth, 
Pres.; Miss Marjorie Saunders, 3707 Gaston Ave., Dallas, Secy. 
Texas Chapter, American Association of Public Health Physicians, 
Houston, April 20, 1958. Dr. Roy G. Reed, Victoria, Pres.; Dr. 

A. R. Doane, 410 E. 5th, Austin, Secy. 

Texas Chapter, American College of Chest Physicians, Houston, April 
20, 1958. Dr. John A. Wiggins, Fort Worth, Pres.; Dr. H. M. 
Anderson, 224 E. Harris, San Angelo, Secy. 

Texas Club of Internists. Dr. Charles M. Darnall, Austin, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society. Dr. Charles D. Stewart, Corpus Christi, 
Pres.; Dr. E. N. Walsh, 1310 Medical Arts Bldg., Fort Worth, Secy. 

Texas Diabetes Association, Houston, April 20, 1958. Dr. H. T. 
Engelhardt, Houston, Pres.; Dr. Warren W. Moorman, 901 W. 
Leuda, Fort Worth, Secy. 

Texas Division, American Cancer Society, Austin, Dec. 4, 1958. Dr. 
J. Layton Cochran, San Antonio, Pres.; Mr. Curt W. Reimann, 
5014 Bull Creek Rd., Austin 3, Executive Director. 

Texas Geriatrics Society, Houston, April 21, 1958. Dr. Martin S. 
Buehler, Dallas, Pres.; Dr. J. A. Armstrong, 3810 Swiss Ave., Dal- 
las, Secy. 

Texas Heart Association, Houston, April 20, 1958. Dr. James A. 
Greene, Houston, Pres.; Mr. Edgar M. Brown, 404 Jesse H. Jones 
Library Bldg., Texas Medical Center, Houston 25, Executive Director. 

Texas Hospital Association, Dallas, May 5-8, 1958. Bolton Boone, 
D.D., Dallas, Pres.; Mr. O. Ray Hurst, Executive Director, 2208 
Main, Dallas, Secy. 

Texas Industrial Medical Association, Houston, April 20, 1958. Dr. 
Robert J. Potts, Houston, Pres.; Dr. Robert A. Wise, Box 2180, 
Houston, Secy. 
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Texas Neurophychiatric Association, Houston, April 20, 1958. Dr. 
Bruce H. Beard, Fort Worth, Pres.; Dr. Clarence S. Hoekstra, 8215 
Westchester Drive, Dallas, Secy. 

Texas Ophthalmological Association, Houston, April 22, 1958. Dr. 
Thomas J. Vanzant, Houston, Pres.; Dr. Louis Daily, Medical Arts 
Bldg., Dallas, Secy. 

Texas Orthopedic Association, Houston, April 21, 1958. Dr. Margaret 
Watkins, Dallas, Pres.; Dr. B. C. Halley, Jr., 524 Doctors Building, 

Dallas, Secy. 


Texas Pediatric Society, Fort Worth, Oct. 17-18, 1958. Dr. T. J. Mc- 
Elhenney, Austin, Pres.; Dr. James N. Walker, 5216 W. Freeway, 
Fort Worth, Secy. 

Texas Physical Medicine and Rehabilitation Society, Houston, April, 
1958. Dr. Odon F. von Werssowetz, Gonzales, Pres.; Dr. Edward 
M. Krusen, Baylor Hospital, Dallas, Secy. 

Texas Radiological Society. Dr. T. G. Russell, Houston, Pres.; Dr. 
J. E. Miller, 6407 Forest Lane, Dallas 30, Secy. 


Texas Rheumatism Association. Dr. W. W. Bondurant, San Antonio, 
Pres.; Dr. Morris Horn, 3707 Gaston, Dallas, Secy. 

Texas Society of Anesthesiologists, Houston, April 20, 1958. Dr. J. D. 
McCulley, Houston, Pres.; Dr. Randle J. Brady, 3317 Binz, Hous- 
ton, Secy. 

Texas Society of Gastroenterologists and Proctologists, Houston, April 
20, 1958. Dr. Tate Miller, Dallas, Pres.; Dr. O. P. Griffin, 1101 
Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Houston, Dec. 
5-6, 1958. Dr. Owen R. O'Neill, Paris, Pres.; Dr. Edwin G. Graf- 
ton, 4319 Oak Lawn, Dallas, Secy. 


Texas Society of Pathologists. Dr. John H. Childers, Galveston, Pres.; 
Dr. Mervin H. Grossman, Box 57, Dallas, Secy. 

Texas Society of Plastic Surgeons, Houston, April 19, 1958. Dr. Tru- 
mar G. Blocker, Galveston, Pres.; Dr. Steve R. Lewis, University of 
Texas Medical Branch, Galveston, Secy. 

Texas Surgical Society, El Paso, April 6-7, 1958. Dr. J. Peyton Barnes, 
Houston, Pres.; Dr. G. V. Brindley, Jr., Scott and White Clinic, 
Temple, Secy. 

Texas Traumatic Surgical Society, Houston, April 20, 1958. Dr. Russell 
Holt, El Paso, Pres.; Dr. W. E. Crump, 1300 Eighth, Wichita Falls, 


Secy. 
Texas Urological Society. Dr. Jack Crow, Abilene, Pres.; Dr. Ian 
Thompson, John Sealy Hospital, Galveston, Secy. 


District 


Third District Society, Amarillo, April 5, 1958. Dr. William Klingen- 
smith, Amarillo, Pres.; Dr. H. Fred Johnson, 2308 W. Eighth, Am- 
arillo, Secy. 

Fourth District Society, San Angelo, 1958. Dr. Fred D. Spencer, 
Brownwood, Pres.; Dr. W. Lacey Smith, 111 E. Harris, San An- 
gelo, Secy. 


Fifth and Sixth Districts Society, Corpus Christi, 1958. Dr. Foy Moody, 
Corpus Christi, Pres.; Dr. Thelma Frank, 129 Rainbow Lane, Corpus 
Christi, Secy. 

Seventh District Society. Dr. Robert N. Snider, Austin, Pres.; Dr. 
Richard Lucas, 502 W. 13, Austin, Secy. 


Eighth District Society, Galveston, October, 1958. Dr. John H. Chil- 
ders, Galveston, Pres.; Dr. M. Warren Hardwick, 839 E. Mulberry, 
Angleton, Secy. 

Tenth District Society. Dr. B. F. Pace, Beaumont, Pres.; Dr. W. J. 
Poshataske, Silsbee, Secy. 

Eleventh District Society. Dr. George M. Hilliard, Jacksonville, Pres.; 
Dr. Phillip W. Taylor, 833 S. Beckham, Tyler, Secy. 

Twelfth District Society. Dr. George C. Bryant, Waco, Pres.; Dr. J. T. 
Archer, Jr., Meridian, Secy. 


Thirteenth District Society, Abilene, 1958. Dr. Roy Wilson, Seymour, 
Pres.; Dr. R. D. Moreton, 1217 W. Cannon, Fort Worth, Secy. 
Fifteenth District Society. Dr. Charles Wise, Naples, Pres.; Dr. George 

Bennett, 402 S. Bolivar, Marshall, Secy. 


Clinics 


International Medical Assembly of Southwest Texas, San Antonio, Jan- 
uary, 1959. Dr. John C. Parsons, 1125 Nix Professional Bldg., San 


Antonio, Secy; S. E. Cockrell, 202 W. French Place, San Antonio, 
Exec. Secy. 


North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls, Oct. 18, 1958. Dr. J. B. Hathorn, Jr., 1500 8th, Wichita 
Falls, Chm. 

Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 27- 
29, 1958. Dr. Herman Fagin, Oklahoma City, Pres.; Miss Alma F. 


O'Donnell, 503 Medical Arts Bldg., Oklahoma City 2, Executive 
Secy. 
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Postgraduate Medical Assembly of South Texas, Houston, July 21-23, 
1958. Dr. Charles D. Reece, Pres.; Dr. C. Forrest Jorns, Secy., Exec. 
Office, 412 Jesse Jones Library Bldg., Houston 25. 

State Tumor Conference, Wichita Falls, April 12, 1958. Dr. Edwin C. 

Bebb, 500 Broad St., Wichita Falls, Director. 


Board Examinations 


Texas State Board of Examiners in Basic Sciences, April, 1958. Henry 


B. Hardt, Ph.D., Fore Worth, Pres.; Mrs. Betty J. Ratliff, Chief 
Clerk, 303 East Seventh, Austin. 


Texas State Board of Medical Examiners, Fort Worth, June 23-25. 


Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy; Miss 
Luanna Knox, Assistant Secy. 


EDUCATION 
Postgraduate Courses 


Prairie View Postgraduate Assembly, Prairie View, March 
4-7—The postgraduate course, to be held at Prairie View 
A & M College, will include discussions of developments 
in medicine and changing trends in diagnosis and treatment. 
The following guest speakers will attend: Dr. W. Roderick 
Brown, Pittsburgh; Dr. E. Perry Crump, Nashville; Drs. 
Hamilton Ford and Eugene C. McDanald, Galveston; Dr. 
James A. Greene, Houston; Dr. John B. Johnson, Washing- 
ton, D. C.; Dr. Robert E. Lauck, Tyler; Dr. J. Bedford Shel- 
mire, Dallas; and Dr. Howard O. Smith, Marlin. 

Pediatric Symposium, Houston, March 10-12—The De- 
partment of Pediatrics of Baylor University College of Med- 
icine, Houston, and the Division of Maternal and Child 
Health, State of Texas, will sponsor the symposium to be 
held in the Texas Medical Center. 

Guest speakers will include Dr. Robert A. Aldrich, Uni- 
versity of Washington School of Medicine, Seattle; Dr. Louis 
K. Diamond, Harvard Medical School, Boston; Dr. Robert 
A. Good, University of Minnesota, Minneapolis; Dr. Jack 
Metcoff, Kunstadter Laboratories for Pediatric Research, 
Chicago; Dr. Robert E. L. Nesbitt, Jr., Albany Medical Col- 
lege of Union University, Albany, N. Y.; and Dr. Douglas 
N. Buchanan, University of Chicago, Chicago. 

Pediatrics, Oklahoma City, March 14-15.—Problems of 
the pediatric patient related to surgery, radiology and pa- 
thology will be emphasized at the fourth annual Surgery, 
Radiology, and Pathology Symposium to be held at the 
University of Oklahoma School of Medicine. 

The program, being co-sponsored by the Oklahoma Chap- 
ter of the American College of Surgeons and Oklahoma 
Association of Radiologists and Oklahoma Association of 
Pathologists, is being developed by the Departments of 
Surgery, Radiology, and Pathology and the Division of 
Postgraduate Medicine of the University of Oklahoma Med- 
ical Center. 

The following nine clinicians will participate and discuss 
the problems of management of the pediatric surgical pa- 
tient: Dr. Donald B. Effler, Cleveland; Dr. Robert E. Gross, 
Boston; Dr. John W. Hope, Philadelphia; Dr. Benjamin H. 
Landing, Cincinnati; Dr. Theodore C. Panos, Little Rock; 
Dr. Edgar J. Poth, Galveston; Dr. William L. Riker, Chi- 
cago; Dr. Robert M. Smith, Boston; and Dr. Ovar Swenson, 


Boston. There also will be meetings of the sponsoring 
groups. 


Registration will be open to all physicians; registration 
fee is $15. Members of the Armed Forces, interns, and 
residents may attend without charge. Further information 
may be obtained by writing to the Division of Postgraduate 


Education, University of Oklahoma School of Medicine, Ok- 
lahoma City. 
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Baylor University College of Medicine 


Two Taub Visiting Professors have lectured at Baylor 
University College of Medicine in Houston recently. Dr. 
Owen H. Wangensteen, professor and director of the De- 
partment of Surgery at the University of Minnesota Medical 
School, Minneapolis, appeared in January as a representa- 
tive of surgery, and Dr. Maxwell Finland, associate director 
of the Thorndike Memorial Laboratory, Boston City Hos- 
pital and associate professor of medicine at Harvard Medical 
School, Boston, was in Houston from February 10 to 15 
representing medicine. 

Dr. Wangensteen, delivering the annual lecture sponsored 
by Beta of Texas Chapter of Alpha Omega Alpha, spoke on 
“Peptic Ulcer and Its Surgical Management”; he also spoke 
to the Houston Surgical Society. 

Dr. Finland’s Taub lecture was on “Antibiotic Resistance.” 
He was honored at a luncheon by the Houston Society of 
Internal Medicine. 


University of Texas Offers 
Caribbean Cruise 


The first annual Texas Medical Cruise in the Caribbean 
sponsored by the University of Texas Postgraduate School 
of Medicine will sail from New Orleans May 5 on the 
“Stella Polaris” and ‘return May 18. 

Five teachers in the fields of medicine, cardiology, sur- 
gery, obstetrics and gynecology, and pediatrics will review 
established practices in everyday patient care and manage- 
ment. Lectures will be given one and a half hours each 
morning and each afternoon and one hour at night while 
at sea. Time will be allowed for small group conferences. 
A medical shore excursion has been arranged for the morn- 
ing of May 7 at Havana. The medical program will com- 
prise 25 hours of formal teaching. 

All physicians taking this course will be registered with 
the University of Texas Postgraduate School of Medicine. 
A registrar's fee of $5 will be charged. Rates and informa- 
tion concerning the cruise can be obtained from the Harvey 
Travel Bureau, 2005 West Gray, Houston 19. 


STUDY OF SCHOOLS BEGUN 


Doctors are invited to participate in the study of Texas 
public schools carried on in each county by the Hale-Aikin 
Committee of Twenty-Four, which was created as a result 
of action by the Fifty-Fifth Texas Legislature. This commit- 
tee has established in each of the 254 counties a steering 
committee which will plan and activate the county study. 
Local school officials and school board members in each 
county can provide the name of the chairman of the county 
committee. Further information concerning the committee 
can be obtained from A. M. Aikin, Jr., Paris. 


Council for Foreign Graduates 
To Give Examinations 


The Educational Council for Foreign Medical Graduates 
which recently has opened its offices will hold its first ex- 
amination on March 25 for foreign graduates in this coun- 
try. Sponsors of the new agency are the American Hospital 
Association, American Medical Association, Association of 
American Medical Colleges, and the Federation of State 
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Medical Boards of the United States. The Kellogg Founda- 
tion and Rockefeller Foundation will provide funds for sup- 
port during the first 2 years of its existence. 

Purposes of the agency include distributing to foreign 
medical graduates around the world authentic information 
regarding the opportunities, difficulties, and pitfalls involved 
in coming to the United States as an exchange visitor or 
student; making available for foreign medical graduates while 
still in their own country a means of obtaining ECFMG 
certification as to educational background, command of Eng- 
lish, and general knowledge of medicine; and providing hos- 
pitals, state licensing boards, and specialty boards which the 
foreign medical graduate designates with the results of the 
screening. 

The second examination will be on September 23 for 
foreign graduates both in this country and in other coun- 
tries. For further information, interested physicians may 
write to the council at 1710 Orrington, Evanston, Ill. 


University of Texas Medical Branch 


Dr. Leslie N. Pyrah, professor of urological surgery, Uni- 
versity of Leeds, England, spoke at the University of Texas 
Medical Branch in Galveston, January 22 on “Urinary Di- 
version for Surgical Conditions.” 

Dr. Juan A. del Regato, director Penrose Cancer Hospital, 
associate professor of clinical radiology, University of Colo- 
rado Medical Center, Denver, spoke at the Clinical Patho- 
logical Conference at the University of Texas Medical Branch 
in Galveston on “The Present Status of Radiotherapy of 
Cancer,” on January 21. 


Dr. William P. Ball Gives 
Student Nurse Scholarships 


Dr. William P. Ball, Cleburne, has given $50,000 for 
student nurse scholarships at the Baylor University School 
of Nursing, reports J. C. Cantrell, secretary of the Baptist 
Foundation of Texas. 

Dr. Ball now has $150,000 invested in scholarship funds 
for Cleburne high school students. Earlier, the doctor trans- 
ferred enough stock to the foundation to award four $500 
scholarships each year to male graduates of the Cleburne 
schools. Ten students are now attending Baylor as recipients 
of Dr. William P. Ball Appreciation Scholarships. Two 
girls will receive $1,000 first-year nursing student grants 
annually from the $50,000 endowment gift. 


Infantile Paralysis Foundation 
Offers Fellowships for Tissue Study 


The National Foundation for Infantile Paralysis is offer- 
ing fellowships to postdoctoral investigators, teachers, gradu- 
ate students, and experienced laboratory personnel with the 
baccalaureate degree for participation in courses in tissue 
culture. Funds will be awarded for the period necessary to 
complete the course, which is expected to last 6 weeks. 

Financial assistance, based on individual needs, may in- 
clude an allowance for maintenance, tuition and fees, and 
round trip transportation. Further information and appli- 
cation forms may be obtained from the Division of Pro- 
fessional Education, National Foundation for Infantile Paral- 
ysis, 301 E. 42nd Street, New York 17. 
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OAK RIDGE SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES 


@ All modern forms of individualized treatment for psychoses, psycho- 
neuroses, personality disorders, alcoholism and drug addiction. 


@ Diagnostic procedures including electroencephalography. 
@ Separate air-conditioned buildings especially designed for custodial 


patients requiring psychiatric and medical care. 


Albert D. Pattillo, M. D. David Wade, M. D. T. H. Wade 
Clinical Director Medical Director Administrator 


Z. Kirkpatrick, R. N. Helen D. McDonald 
Supervisor Clinical Nursing Assistant Administrator 





3200 South First Street e Austin, Texas # Phone GR 8-8494 or HI 2-2121 | 








= IF YOU USE SULFA YOU AND YOUR PATIENTS 
WILL LIKE LIPO-SULFAS 


How triple sulfa With twtee a day dosage - - gl2h 


TWICE-DAILY DOSAGE of triple sulfona- 
Lipo-Sulfas mides in an oral fat emulsion vehicle resulted in 


. sustained therapeutic blood levels with good clinical 
12-hour Dosage erg ste 





INDICATIONS 
CU Melts Meramec me MOM ecoecrat camer le ylides 
occi, pneumococci, H. influenzae, K. pneumoniae, meningococci, 


E. coli, B. proteus, B. pyocyaneus, A. aerogenes, B. paracolon and 
Alcaligenes fecalis 


DOSAGE 


Children teaspoonfuls every 12 hours 
20 Ibs ] 
CTO ler) f.) 
60 Ibs 
ite is} 


Adults 


SU MeL nae ae 


San Antonio, Texas 
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New rapid-acting ACHROMYCIN V Capsules offer more 
patients consistently high blood levels—at no sacrifice 
to the broad anti-infective spectrum of ACHROMYCN 
Tetracycline, its low incidence of side effects, or its dosacje 
and indications. 


The pure, unaltered crystalline tetracycline HCI molecule 
of ACHROMYCIN, now buffered with citric acid, provides 





(buffer 
Per Ib. 
meg. pe 


LEDER 
*Reg. U.S 






Tetracycline HCI Buffered with Citric Acid 


prompt and high blood levels, faster broad-spectrum action 


... rapidly decisive control of infections. New ACHROMYCIN 
V Capsules do not contain sodium. 


REMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


CAPSULES: (blue-yellow) 250 mg. tetracycline HCI (buffered with citric acid, 250 mg.); 100 mg. tetracycline HCI 
(buffered with citric acid, 100 mg.). ACHROMYCIN V DOSAGE: Recommended basic oral dosage is 6-7 mg. 
per Ib. body weight per day. In acute, severe infections often encountered in infants and children, the dose should be 12 
mg. per Ib. body weight per day. Dosage in the average adult should be 1 Gm. divided into four 250 mg. doses. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK > 
*Reg. U.S. Pat. Off. - 


TIMBERLAWN SANIT AIRIUM 


for 


Nervous and Mental Diseases 
Dallas 1, Texas 


(Established June 23rd, 1917) 





Davis-1-2678 P.O. Box 1769 


Complete modern facilities for Insulin-shock, Electro-shock therapy, and Chemotherapy, under con- 


stant medical supervision. Psychotherapy. Occupational therapy. All other accepted methods of 
psychiatric treatment. 


NARCOTIC CASES NOT ADMITTED 


THE STAFF 


Perry C. Talkington, M.D., Clinical Director 
Chas. L. Bloss, M.D., Medical Director 
Howard M. Burkett, M.D., Associate Psychiatrist 
James K. Peden, M.D., Associate Psychiatrist 
Ward G. Dixon, M.D., Associate Psychiatrist 
Jerry M. Lewis, M.D., Associate Psychiatrist 
Frances Campbell, R.N., B.S., Director of Nurses 
Ralph M. Barnette, Jr.. Business Manager 
Geraldine Skinner, Director of Occupational Therapy 
Lois Timmins, Ph.D., Director of Recreational Therapy 


LeeOwen S. Buford, M.D., Associate Psychiatrist 
C. L. Jackson, M.D., Associate Psychiatrist 
Albert F. Riedel, Jr., M.D:, Resident Psychiatrist 
Belvin A. Simmons, M.D., Resident Psychiatrist 
E. Clay Griffith, M.D., Resident Psychiatrist 


WICHITA FALLS CLINIC-HOSPITAL 
STAFF 


GENERAL SURGERY 
W. E. Crump, M.D., F.A.C.S. 
James T. Lee, M.D. 
Charles H. Wilson, M.D., F.A.C.S. 
ORTHOPEDIC SURGERY 
Jack E. Maxfield, M.D., F.A.C.S. 
Clyde W. Parsons, M.D 
ORAL SURGERY 
R. A. Mitchell, D.D.S., F.A.C.D. 
E. E. Stewart, D.D.S. 
UROLOGY : 
Owen C. Berg, M.D., F.A.C.S. 
LABORATORIES 
Claude D. Wilson, M.D., D.A.B.R., Radiology 
Joe D. Steed, M.D., D.A.B.R., Radiology 
OTOLARYNGOLOGY 
O. P. Moffitt, Jr., M.D. 
RADIOACTIVE ISOTOPES 
Claude D. Wilson, M.D., D.A.B.R. 
Joe D. Steed, M.D., D.A.B.R. 
Julian H. Acker, M.D. 


MEDICINE 


P. K. Smith, M.D., F.A.C.P., Diagnosis & Internal Medicine 
I. L. Humphrey, Jr., M.D., Diagnosis & Internal Medicine 
W. B. Whiting, M.D., F.A.C.P., Cardiology 
R. F. Knox, M.D., Endocrinology 
Julian H. Acker, M.D., Diagnosis & Internal Medicine 
Blair P. Coleman, M.D., Diagnosis & Internal Medicine 
Preston McCall, M.D., Diagnosis & Internal Medicine 
OPHTHALMOLOGY 
Alton Munro, M.D. 
PEDIATRICS 
R. L. Nelson, M.D., F.A.A.P. 
George W. Slaughter III, M.D., F.A.A.P. 
OBSTETRICS AND GYNECOLOGY 
W. L. Parker, M.D., F.A.C.S. 
Warren T. Kable, M.D. 
Frank J. Lee, M.D. 
ADMINISTRATIVE OFFICER 
Bertha McNeill, Administrator 
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MEDICAL MEETINGS 
Industrial Health Conference 


Ways to keep workers healthy and on the job through 
control of hazardous exposures in the working environment 
and provision of preventive medical services in industry will 
be the subject of the national Industrial Health Conference 
to be held April 19-25 in Atlantic City. 

The annual meeting, sponsored by five organizations in- 
cluding the Industrial Medical Association, will attract phy- 
sicians, nurses, engineers, chemists, toxicologists, and other 
specialists to discuss recent developments, problems, and 
progress in worker health. More than 3,000 persons are 
expected to attend. 


Tuberculosis Association 
Plans Meeting March 27-29 


The forty-eighth annual meeting of the Texas Tubercu- 
losis Association will be held March 27-29 in Houston at 
the Rice Hotel. In addition to programs for the medical 
and the community health sections, the Texas Trudeau So- 
ciety, Texas Conference of Tuberculosis Workers, and board 
of directors will meet, and a special session on Christmas 
seal sales is scheduled. Voting delegates also will participate 
in the annual business meeting. 

“Finding Tuberculosis Today” will be one big subject of 
consideration. There will be a panel discussion on the 
“Policy of the State Tuberculosis Hospitals with Regard to 
the Patient Discharged Back to His Community” and a 
symposium on “The Community’s Responsibility to the 
Tuberculosis Patient and His Family.” The annual banquet 
will be held March 28. 

A number of Texas physicians will present papers. Out- 
of-state speakers appearing on the program include Dr. 
Edward T. Blomquist, Washington, D. C., chief of the 
Tuberculosis Division, Public Health Service, and Dr. 
Michael L. Furcolow, Kansas City, chief of the Communica- 
ble Disease Center, Public Health Service. 


Psychiatry and Neurology Meeting 


The tenth annual Institute in Psychiatry and Neurology 
will be held at the Veterans Administration Hospital, North 
Little Rock, Ark., February 27-28. 

There will be three related conferences on February 26 
in the fields of clinical psychology, psychiatric social work, 
and psychiatric nursing. ‘There is no charge for registration 
and charges for the dinner and luncheon meetings are on a 
cost basis. Participants are asked to make their own hotel 
or motel reservation. Recreational activities of the area, in- 
cluding those at nearby Hot Springs, will be available. 

Information may be obtained from Dr. H. W. Sterling, 
Veterans Administration Hospital, North Little Rock, Ark. 





Cancer Symposium to Be Held March 6-8 


The twelfth annual Symposium on Fundamental Cancer 
Research of the University of Texas M. D. Anderson Hos- 
pital and Tumor Institute will be held in Houston, March 
6-8. Dr. Warren K. Sinclair will serve as chairman of the 
symposium. 

Subjects to be presented during the meeting include radia- 
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tion biology and cancer, fundamental radiobiology, and in- 
duction of neoplasia by radiation. The Bertner Foundation 
lecture and award will be presented during the conference. 
Session chairman for the symposium will include Drs. Ar- 
thur Kirschbaum, Felix L. Haas, Gilbert H. Fletcher, Titus 
Evans, Jacob Furth, and Henry S. Kaplan. 

Details of the program may be obtained by writing Dr. 
Sinclair at the hospital. 


International College of Surgeons 
To Emphasize Surgery in Meeting 


The eleventh biennial international congress of the Inter- 
national College of Surgeons and the twenty-third annual 
congress of the United States and Canadian Sections will be 
held jointly in Los Angeles, March 9-14. 

A surgical emergencies panel will be presented at the 
meeting, at which the members of the American Academy 
of General Practice are invited to attend. Dr. Ross T. Mc- 
Intire, Chicago, former surgeon general of the United States 
Navy and now executive director of the International Col- 
lege of Surgeons, will be moderator of the panel. 

The scientific program will consist of a general assembly, 
with particular emphasis upon the latest world developments 
in surgery, and a sectional meeting, with presentations of 
papers, panels, and symposiums. About 25 outstanding sur- 
geons from 15 overseas countries will give papers in addi- 
tion to nearly 400 surgeons from the United States and 
Canada. 


World Congress of Gastroenterology 


More than 200 national and international scientists, physi- 
cians, surgeons, roentgenologists, and parasitologists will 
present the most recent clinical and investigative advances 
in gastroenterology at the first World Congress of Gastro- 
enterology to be held in the United States, May 25-31 at 
the Sheraton-Park Hotel, Washington, D. C. 

Simultaneous interpretation to and from German, Span- 
ish, French, and English will be available in the main audi- 
torium throughout the meeting. A variety of social and 
cultural activities are being planned for persons attending 
the World Congress including a reception, buffet dinner, 
entertainment at the Pan American Union Building, ban- 
quet, and terrace party. A special program for wives will 
include a fashion show and tours to points of interest. 

For hotel reservations, doctors may write the World Con- 
gress of Gastroenterology Housing Bureau, 1616 K. Street, 
N.W., Washington 6, D. C. Information relative to regis- 
tration can be obtained from Dr. H. Marvin Pollard, Secre- 
tary General, World Congress of Gastroenterology, Uni- 
versity Hospital, Ann Arbor, Mich. 


Eye, Ear, and Throat Congress 


The Gill Memorial Eye, Ear and Throat Hospital and the 
Elbyrne G. Gill Eye and Ear Foundation will sponsor the 
thirty-first annual Spring Congress in Ophthalmology, Otol- 
ogy, Rhinology, Laryngoscopy, Facio-Maxillary Surgery, 
Bronchoscopy, and Esophagoscopy, April 14-19 at Roanoke, 
Va. 

All doctors of the Texas Medical Association are invited 
to attend the six day program, which will feature 22 guest 
speakers. The fee is $80 for the entire congress and $40 
for attending one half of it. Surgical procedures will be 
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televised from the hospital to the lecture rooms several days 
during the meeting. Entertainment is being planned for the 


ladies who attend including a tea, luncheon, and fashion 
show. 


MEDICOLEGAL NOTES 


Medical Societies and 
Sherman Antitrust Act 


The case of Frank Riggall vs. Washington County Medi- 
cal Society is one which will be viewed with interest by 
the physicians of Texas and by the county medical societies 
to which they belong. The decision in this case was handed 
down on November 15, 1957, by the United States Court 
of Appeals for the Eighth Circuit. 


The facts in this case show that Frank Riggall brought 
this action in the U. S. District Court for the Western Dis- 
trict of Arkansas against the Washington County Medical 
Society on the basis of alleged violations of the Sherman 
Antitrust Act. Riggall had been licensed as a physician 
and surgeon by the licensing authorities of Arkansas in 1935 
and since that time had been practicing in Washington 
County, Ark. It was alleged in the complaint that in the 
past he had treated patients from Arkansas, Oklahoma, 
Kansas, Missouri, and Texas, and in all probability in the 
future would treat patients from states outside Arkansas. 
Riggall further alleged that he was qualified for member- 
ship in the county medical society but in spite of such 
fact, he had applied for membership on four previous oc- 
casions and on each occasion the application had been re- 
jected with no reason for such rejection being given. As a 
result of such action by the medical society, Riggall claimed 
he had been prevented from doing various acts, all of which 
would be of great economic benefit and importance to him 
as well as to his patients and the public and society in gen- 
eral, and all of which substantially affected trade and com- 
merce within Arkansas and other states. 


On the basis of such allegations in his complaint, Riggall 
asked for $100,000 damages and treble this amount under 
the provisions of the Sherman Antitrust Act. In addition, 
he asked that a mandatory injunction be issued by the court 
commanding the Washington County Medical Society to 
admit him to full membership. 


The trial court on a hearing of the case without evidence 
being introduced ruled that it was without jurisdiction and 
therefore entered a judgment dismissing the complaint. The 
decision of the trial court was appealed to the U. S. Court 
of Appeals by Riggall. The court in its opinion, which 
affirmed the decision rendered by the trial court, stated: 


“, .. It is to be noted that the complaint is confined 
to plaintiff's private medical practice. It charges no 
economic burden on the public by reason of the al- 
leged acts of the defendants. There is no charge that 
the rejection of plaintiff's application for member- 
ship in the Washington County Medical Society re- 
sulted in the raising or fixing of fees charged the 
public by other physicians. There is no allegation in 
the complaint remotely suggesting that the acts of de- 
fendants cast any burden upon interstate commerce. 
The mere fact that plaintiff at his location in Arkansas 
may be treating patients from other states who must 
travel interstate does not result in practicing his pro- 
fession in interstate commerce as the transportation 
of such patients is incidental. The practice of his pro- 
fession as disclosed by the allegations of his complaint 
is neither trade nor commerce within Section 1 of the 


Sherman Anti-Trust Act, nor are there any allegations 
in the complaint indicating that the actions of defend- 
ants here complained of resulted in a monopoly with- 
in the provisions of Section 2 of the Act. Plaintiff 
has not been prevented from practicing his profession, 
but in the final analysis his complaint is that he could 
practice it more profitably but for the acts of the 
defendants. The Sherman Anti-Trust Act was not 
primarily to protect the individual but to protect the 
general public economically, and a private party may 
not recover under the act unless there has been an 
injury to the general public economically. . . . {italics 
added]. 

“, .. Plaintiff here relies quite strongly on American 
Medical Association v. United States, 317 U. S. 519. 
The decision of the Supreme Court in United States 
v. Oregon State Medical Society, supra, points out 
that that decision is clearly distinguishable because it 
arose under Section 3 of the Sherman Act. Referring 
to this question the court said: 

“*American Medical Assn. v. United States, 317 U. S. 
519, does not stand for the proposition that furnish- 
ing of prepaid medical care on a local plane is inter- 
state commerce. That was a prosecution under Sec- 
tion 3 of the Sherman Act of a conspiracy to restrain 
trade or commerce in the District of Columbia. In- 
terstate commerce was not necessary to the operation 
of the statute there.’ 

“, . . As has been observed, plaintiff's complaint in 
substance is that the practice of his profession would 
have been more profitable to him had the defendants 
not deprived him of membership in the Washington 
County Medical Society. Plaintiff was not prevented 
from practicing his profession and the complaint, we 
think, is wholly lacking in allegations essential to a 
cause of action under the Sherman Anti-Trust Act.” 


This case is of importance in that in the past there has 
been some uncertainty as to whether the practice of medi- 
cine constituted “trade” or “commerce” and if it did con- 
stitute trade and commerce whether it was of such an inter- 
state character as to subject the practice of medicine to the 
provisions and restriction of the Sherman Antitrust Act. 
The holding of the court in this case seems clearly to sup- 
port the view that a medical society which in good faith 
denies membership to a local physician in private practice, 
even though that physician treats patients who come to him 
from other states, is not subject to the provisions of the 
Sherman Antitrust Act. 


—PHILIP R. OVERTON, LL.B., Austin. 


OF GENERAL INTEREST 


Personals 


Dr. Edward L. Pratt, chairman of the Department of 
Pediatrics at Southwestern Medical School of the University 
of Texas, Dallas, is a member of the Medical Mission Team 
who will present papers in the middle eastern countries of 
Turkey, Lebanon, and Israel under the sponsorship of the 
Unitarian Service Committee. 


Dr. John Thiel, assistant professor of surgery at the Uni- 
versity of Texas Medical Branch, Galveston, was given an 
honorary doctorate degree by St. Edward’s University in 
Austin in recognition of his contributions to his profession, 
community, and church. 

Dr. Vincent P. Collins of Houston participated in the 
sixth annual cancer seminar of the Arizona Division of the 
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American Cancer Society, which was held January 23-25 in 
Tucson. 

At the American College of Surgeons meeting in Atlantic 
City recently Drs. Robert M. Moore, professor, and Albert 
O. Singleton, Jr., associate professor at the University of 
Texas Medical Branch, Galveston, were presented the Cline 
Clinic Awards for their work on the preparation of a film 
on common duct stones and surgical techniques. At the 
meeting, Dr. Gaynelle Robertson, professor at the Medical 
Branch, was inducted as a fellow in the college. 


Medical History 
Highlighted in Map Series 


To stimulate greater interest in medical history, the Scher- 


ing Corporation is sending physicians throughout the coun- 
try a series of regional maps called “Medical America” which 
highlights the historical significance of American medicine. 

The 14 pictorial maps, for which the Texas Medical Asso- 
ciation contributed information, depict the landmarks of 
medical developments forming a medical curiosa which in- 
clude the birthplaces of famous men of medicine, medical 


























A medical history map of Texas was presented to C. 
Lincoln Williston, Executive Secretary of the Texas Med- 
ical Association, left, from Ralph J. Hagood, Dallas, di- 
vision manager for Schering Corporation, right, to be 
placed in the Memorial Library of the Texas Medical 
Association in Austin. 


events of historical significance, important medical institu- 
tions, schools, teaching hospitals, diagnostic centers, and 
associations. 


Interesting items on the map of Texas include such facts 
as the first Texas medical school was organized in 1866 
and was called the Galveston Medical College, the total cost 
for having a baby a century ago in Texas was $15, and a 
Texas physician once used two hairpins fastened to twigs to 
extract a grain of corn from the trachea. 






Mental Health Code Handbook Free 


The philosophy behind the new Texas Mental Health 
Code and some of the ways it differs from previous laws 
are spelled out in a new handbook recently published by 
the Hogg Foundation for Mental Health. The new law 
went into effect January of this year. 

Designed to help attorneys, physicians, staff members of 
mental hospitals, and other interested professional people, 
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the handbook is being made available without cost. It was 
prepared with the aid of members of the University of Texas 
Law School and the Texas Society for Mental Health on 
behalf of the Board for State Hospitals and Special Schools. 


In addition to the explanatory material, the entire text of 


" the Mental Code and H. B. 906 dealing with hospitalization 


of the criminally insane is reprinted at the back of the 
handbook for ready reference. Both laws were passed at the 
regular 1957 session of the Legislature. 


The Texas Society for Mental Health is aiding in the dis- 
tribution of the handbook to all groups concerned with the 
hospitalization of the mentally ill in Texas. Free copies may 
be requested from the Texas Society for Mental Health, 
2410 San Antonio, Austin 5. 


Psychiatrists Aid with Study 


Robert L. Sutherland, Ph.D., sociologist and director of 
the University of Texas Hogg Foundation for Mental Hy- 
giene, Austin, will be the principal investigator in a study 
to be made by the University concerning mental patients 
who are furloughed or discharged from Texas state hospitals. 
Staff consultants include three psychiatrists, Dr. Don P. 
Morris of Dallas, Dr. Robert L. Stubblefield of Dallas, and 
Dr. Warren S. Williams of Galveston. 


Board of Medical Examiners Elects 


The Texas State Board of Medical Examiners, at its execu- 
tive session January 19, elected Dr. Charles D. Reece, Hous- 
ton, president and R. H. Peterson, D. O., Wichita Falls, vice- 
president. Dr. M. H. Crabb, Fort Worth, was reelected 
secretary-treasurer. 


Folder Supplements Medicolegal Film 


To supplement “The Medical Witness,” a motion picture 
film on medical testimony, 17 questions and answers have 
been prepared by the Department of Law of the American 
Medical Association and the William S. Merrell Company. 

The nine page folder is available to any physician on re- 
quest and should be of special interest to program chairmen, 
medicolegal committees, and the officers and staff of medi- 
cal societies. A free copy of the booklet may be obtained 
from Medical Witness Questions and Answers, William S. 
Merrell Company, Cincinnati 15. 

Information concerning the films, “The Medical Witness” 
and “The Doctor Defendant,” will be sent on request. Both 
films are available in the Texas Medical Association’s Me- 
morial Library. 


Hospital Laundry Managers to Meet 





The American Hospital Association’s Institute on Hospital 
Laundry Management and Operation will be held in Hous- 
ton, March 12-14. The program will include formal presen- 
tation and discussion periods on subjects directly related to 
hospital laundry service. Hospital administrators are in- 
vited to attend. The fee is $40 per person. Applications 
must be submitted to the American Hospital Association, 18 
East Division Street, Chicago 10, no later than 2 weeks 
before the meeting. 
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VA Hospitals Campaign for More Nurses 


Each of the Veterans Administration’s 173 hospitals is 
launching a nurse recruitment campaign to meet the urgent 
need for nurses in these hospitals. Seventy hospitals in vari- 
ous states have reported a shortage of nurses. A special 
appeal is being made to nurses who have not been working 
in their profession to return to nursing at least on a part- 
time basis. 


Committee Studies Problems of Aged 


Dr. F. G. Dorsey, Houston, has been appointed by Gov- 
ernor Price Daniel to the 15 member committee to study 
the problems of the aged, which was authorized by S.C.R. 
60. Five members each were appointed by the Governor, 
the President of the Senate, and the Speaker of the House 
of Representatives. 


The resolution adopted by the Texas Legislature in the 
spring of 1957, provides for the committee to study, draft, 
and recommend to the next Legislature, legislation to be 
enacted for the aid of the state’s aged citizens. Recom- 
mendations as to the health, rehabilitation, family relations, 
employment and income, and other problems of the aged 
are to be considered. At the January meeting, subcommit- 
tees were appointed by the chairman, Senator Crawford 
Martin of Hillsboro. 


MEMORIAL 


IBRARY 


Publications by 
Texas Physicians 


Texas physicians have written the following recently pub- 
lished articles which are available at the Memorial Library 
of the Texas Medical Association. Articles appearing in the 
Texas State Journal of Medicine are not included in this 
partial list, which was begun in the January Journal. 


Meadows, Charles T.: Surgical Transplantation of Tumor 
Cells, Am. Surgeon 23:247-255 (March 19) 1957. 

Mendelsohn, R. A., and Keegan, J. M.: Myelographic 
Demonstration of Brachial Plexus Root Avulsion, A.M.A. 
Arch. Surg. 75:102-107 (July) 1957. 

Mendel, Evri B., and Bone, Fred W.: Suprapubic Vesi- 
courethral Suspension, Obst. & Gynec. 10:500-502 (Nov.) 
1957. 

Mendel, Evri B., and Sparkman, Robert: Idiopathic 
Thrombocytopenic Purpura in Pregnancy, J. Internat. Coll. 
of Surg. 28:156-170 (Aug.) 1957. 

Mendenhall, Elliott: Medical Treatment of Tuberculosis, 
Dallas M. J. 43:385-388 (July) 1957. 

Miller, Tate: Medical Treatment of Peptic Ulcer, Dallas 
M. J. 43:616-619 (Nov.) 1957. 

Miller, William F.: Preoperative Recognition and Treat- 
ment of Bronchopulmonary Disease, Anesthesiology 18:483- 
496 (May-June) 1957. 

Mills, Lewis C.; Boylston, B. F.; Greene, James A.; and 
Moyer, John H.: Septic Arthritis as Complication of Orally 
Given Steroid Therapy, J.A.M.A. 164:1310-1313 (July) 
1957. 

Mills, Lewis C.; Handley, Carroll A.; and Moyer, John 
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H.: Triiodothyronine: Treatment of Hypothyroidism and 
Effect on Renal Function, Am. J. Med. Sc. 233:546-558 
(May) 1957. 

Moore, George L.: Common Sense Application of “Nat- 
ural Childbirth” Principles, Med. Rec. & Ann. 51:486-491 
(Aug.) 1957. 

Morris, George C., Jr., and Moyer, John H.: Artificial 
Dialysis and Treatment of Renal Failure, GP 25:103-118 
(April) 1957. 

Moyer, John H.: Medicine in British Isles, Med. Rec. & 
Ann. 51:491-492 (Aug.) 1957. 

Moyer, John H.; Burgess, Jack; and Ford, Ralph V.: 
Pyribenzamine (Tripelennamine): Effects on Renal Hemo- 
dynamics and Excretion of Water and Electrolytes, Am. 
Heart J. 54:643-650 ¢Nov.) 1957. 

Moyer, John H.; Greenfield, Lazar; Heider, Charles; and 
Handley, Carroll: Hypothermia II: Effect of Agents Which 
Depress Sympathetic Nervous System on Hypothermic In- 
duction Time and on Renal Functional Alterations Due to 
Hypothermia, Ann. Surg. 146:12-24 (July) 1957. 

Moyer, John; Heider, Charles; and Dennis, Edward: 
Mecamylamine (Inversine) in Treatment of Hypertension, 
J.A.M.A. 164:1879-1886 (Aug. 24) 1957. 

Moyer, John H.; Pevey, Keith; and Kinross-Wright, Ver- 
non: Tranquilizing (Ataractic) Agents: Current Evaluation 
of Their Clinical Use in Patients Who Are Not Hospital- 
ized, GP 15:97-118 (June) 1957. 

Moyer, John H., and others: Deserpidine (Canescine) 
for Treatment of Hypertension, South. M. J. 50:499-502 
(April) 1957. 

Mullins, J. F., and Watts, F. L.: Deep Seated Pustular 
Trichophyton Rubrum, A.M.A. Arch. Derm. 75:543-546 
(March) 1957. 

Mullins, J. Fred; Wilson, Charles J.; and Best, William 
C.: Cryotherapy in Treatment of Stingray Wounds, South- 
ern M. J. 50:533-535 (April) 1957. 

Munslow, Ralph A.; Stovall, Virginia S.; Price, Richard 
D., and Kohler, Colette M.: Brain Abscess in Infants, J. 
Pediat. 51:74-78 (July) 1957. 

McComb, Asher R., and Sykes, Edwin M., Jr.: Use of 
Cutis Grafts for Repair of Hernias and Its Use in Recon- 
structive Procedures, Am. Surg. 23:362-374 (April) 1957. 

McComb, Asher R., and Pridgen, James E.: Malignancies 
of Small Intestine, Ann. Surg. 145:665-673 (May) 1957. 

Newell, Edward A.: Tumors of Nose and Paranasal Si- 
nuses, Dallas M. J. 43:624-627 (Nov.) 1957. 

Newton, F. H.: Operation for Recurrent Pterygium, Am. 
J. Ophth. 44:258-259 (Aug.) 1957. 

Nisbet, Alfred A.: Iridencleisis Bleb, Am. J. Ophth. 44: 
683-685 (Nov.) 1957. 

Ossenfort, W. F.: Drug Addictions, Dallas M. J. 43:229- 
232 (April) 1957. 

Pace, Bedford F.: Treatment of Dermatological Condi- 
tions with Hydrocortisone-Chlorquinaldol Ointment, Med. 
Rec. & Ann. 51:370-372 (April). 1957. 

Persky, Murray: Neurological Manifestations of Dissect- 
ing Aneurysm of Aorta, Southwestern Med. 38:627-628 
(Oct.) 1957. 

Pontius, Robert G., and Cooley, Denton A.: Modified 
Sternal Retractor for Bilateral Anterior Thoracotomy, J. 
Thoracic Surg. 34:135-136 (July) 1957. 

Poth, Edgar J.: Critical Analysis of Intestinal Antisepsis, 
J.A.M.A. 163:1317-1322 (April 13) 1957. 

Pratt, Edward L.: Amino Acid and Protein Requirements 
of Infants, J.A.M.A. 164:408-411 (May 25) 1957. 

Prince, Homer E.; Morrow, Marie B.; and others: Patch 
Tests with Ether-Soluble Fractions of Mold Pellicles, J. Al- 
lergy 28:313-315 (July) 1957. 

Pritchard, Jack A., and Adams, Reuben H.: Fate of 
Blood in Peritoneal Cavity, Surg., Gynec. & Obst. 105:621- 
629 (Nov.) 1957. 
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Reisman, David D.; Kamholz, Jack H.; and Kantor, Her- 
man I.: Early Deligation of Ureter, J. Urol. 78:363-374 
(Oct.) 1957. 

Reitman, James S.: General Orotracheal Anesthesia for 
Bronchoscopy, J.A.M.A. 165:943-947 (Oct. 26) 1957. 

Richmond, Marion B.: Recent Evolution of Psycho- 
analysis and Psychotherapy, Dis. Nerv. System 28:105-109 
(March) 1957. 

Rigdon, R. H.: Consideration of Relationship of Smok- 
ing to Lung Cancer, South. M. J. 50:524-532 (April) 1957. 

Robinson, Fred W.: Dietary Management of Postgas- 
trectomy Dumping Syndrome, Surg., Gynec. & Obst. 104: 
529-534 (May) 1957. 

Rogers, S. F.; Lindley, J. E.; Moyer, J. H.; and Desmond, 
M.: Management of Toxemia of Pregnancy with Reserpine, 
I. Maternal Effects, Obst. & Gynec. 10:17-27 (July) 1957. 

Rosser, Curtice: Cancer of Colon, Dallas M. J. 43:567- 
569 (Oct.) 1957. 

Runge, Thomas M.; Oates, J. R.; Herrmann, George R.; 
and Hejtmancik, M: R.: Extremely Rapid Arrhythmias and 
Regular Tachycardias in Paroxysms in Patients With and 
Without Accelerated A-V Conduction, Am. J. M. Sc. 234: 
170-179 (Aug.) 1957. 

Sanford, J. P.: Epidemic Influenza, Dallas M. J. 43:563- 
566 (Oct.) 1957. 

Seale, Everett R.: Unnecessary Cost of Dermatologic Ill- 
ness, South. M. J. 50:520-523 (April) 1957. 

Shapiro, Alvin P., and Teng, H. C.: Technic of Con- 
trolled Drug Assay Illustrated by Comparative Study of 
Rauwolfia Serpentina, Phenobarbital and Placebo in Hyper- 
tensive Patient, New England J. Med. 256:970-975 (May 
23) 1957. 

Shaw, Robert R.: Care of Chest Injuries, Dallas M. J. 
43 :338-341 (June) 1957. 

Skokan, William: Diagnosing and Treating Congenital 
Fistula of Auricle, Laryngoscope 67 :858-883 (Sept.) 1957. 

Slade, Harry W., and others: Brachial Vertebral Angiog- 
raphy in Adults, J. Neurosurg. 14:466-468 (July) 1957. 

Slade, Harry W.: Diastasis of Optic Nerve, J. Neuro- 
surg. 14:571-574 (Sept.) 1957. 

Smart, Richard C., and Derrick, William S.: Observa- 
tions on Carbon Dioxide Absorption Properties of Ion Ex- 
change Resins, Anesthesiology 18:216-222 (March-April) 
1957. 

Smith, Burt B.: Surgical Aspects of Thyroid Disease, 
Med. Rec. & Ann. 51:483-485 (Aug.) 1957. 

Snow, Walter T.: Urachal Cyst with Calculi, Am. J. 
Roentgenol. 78:323-327 (Aug.) 1957. 

Sparkman, Robert S., and Jernigan, C. Richard: Visuali- 
zation of Gall Bladder and Bile Ducts Following Trauma, 
Surgery 41:595-604 (April) 1957. 

Sparkman, Robert S.: Gallstones in Young Women, 
Ann. Surg. 145:813-822 (June) 1957. 

Spence, Harry M.: Simplified Technique for Cystectomy 
and Repair of Abdominal Defect in Exstrophy of Bladder, 
J. Urol. 77:428-431 (March) 1957. 

Spence, Harry M.; Baird, Sydney S.; and Ware, Elgin W., 
Jr.: Cystic Disorders of Kidney—Classification, Diagnosis, 
Treatment, J.A.M.A. 163:1466-1472 (April 20) 1957. 

Spence, Harry M., and Denman, John: Primary Carci- 
noma of Male Urethra: Report of Seven-Year Cure by 
Radical Surgical Excision, J. Urol. 78:414-420 (Oct.) 1957. 

Spurr, Chafles L.; Curd, G. W., Jr.; and Moyer, John H.: 
Newer Anti-Inflammatory Steroids: Mechanisms of Action 
and Therapeutic Applications, GP 25:105-124 (May) 1957. 

Stapp, Celso C.: Increasing Number of Medical Meet- 
ings Bring Competition for Attendance, Southwestern Med. 
38:699 (Nov.) 1957. 

Stern, J. Edward, and Damiani, Ann Brennan: Notes on 
Somatic Treatment in Psychiatry and Psychosomatics with 


TEXAS State Journal of Medicine, FEBRUARY, 1958 





Special Reference to Electroshock Treatment, Southwestern 
Med. 38:615-616 (Oct.) 1957. 

Sullivan, Margaret P.: Incidence of Abnormal Urinary 
Findings in Children Exposed to Atom Bomb in Hiroshima, 


- J. Am. Acad. Pediat. 19:607-618 (April) 1957. 


Sullivan, Margaret P.: Intracranial Complications of Leu- 
kemia in Children, Pediat. 20:757-779 (Nov.) 1957. 

Tennison, Charles W.: Surgical Repair of Scarring and 
Ulceration of Anterior Tibial Surface: Further Considera- 
tions, J. Internat. Coll. of Surg. 27:752-754 (June) 1957. 

Tevetoglu, Fethi, and Abbey, Joseph A.: Chlorpromazine 
in Pediatric Surgery, J. Pediat. 51:181-184 (Aug.) 1957. 

Thomas, John F.: Postoperative Pseudomembranous Co- 
litis: Hemicolectomy with Recovery, Am. Surg. 23:287-291 
(March) 1957. 

Thompson, Ian M.: Peripelvic Lymphatic Renal Cysts, 
J. Urol. 78:343-349 (Oct.) 1957. 

Tuttle, L. L. D., and Gordon, William B.: Functioning 
Tumors of Adrenal Cortex, Am. Surgeon 23:326-335 
(April) 1957. 

Usher, Francis C.: Use of Lyophilized Homografts of 
Dura Mater in Repair of Inguinal Hernias, Am. Surgeon 
23:281-285 (March) 1957. 

Veirs, Everett R.: Dangers in Use of Topical Corti- 
costeroids in Disorders of Eye, South. M. J. 50:646-647 
(May) 1957. 

Veirs, Everett R.: Hypotony Following Intraocular Surgi- 
cal Process, J. Internat. Coll. of Surg. 27:613-619 (May) 
1957. 

Veirs, Everett R.: Stenosis of Canaliculus Following Ir- 
radiation Therapy, Am. J. Ophth. 44:249-251 (Aug.) 1957. 

Wall, John A., and others: Malignant Neoplasia in En- 
dometrium, Am. J. Obst. & Gynec. 74:866-872 (Oct.) 1957. 

Wall, John A., and Jacobs, Warren M.: Dysfunctional 
Uterine Bleeding in Premenopausal and Menopausal Years, 
Am. J. Obst. & Gynec. 73:985-991 (May) 1957. 

Walsh, Edmund N.: Hook-Type Curette, A.M.A. Arch. 
Derm. 75:749 (May) 1957. 

Watkins, Margaret, and Hale, Martha H.: Clinical Eval- 
uation of Zoxazolamine (Flexin) in Children with Cerebral 
Palsy. J.A.M.A. 165:830-833 (Oct. 19) 1957. 

Watson, A. Ralph: Fluoride Osteosclerosis, Am. J. 
Roentgenol. 78:13-18 (July) 1957. 

Williams, Bryan, and others: Cardiac Rehabilitation, 
J.A.M.A. 165:787-791 (Oct. 19) 1957. 

Williams, B. H., and Cramm, C. J.: Adhesions of Labia 
Minora; Treatment with Topical Estrogenic Ointment, South. 
M. J. 50:573-576 (May) 1957. 

Williamson, Paul: Ambulatory Schizophrenic, M. Times 
85 :625-631 (June )1957. 

Williamson, Paul: Suture Tape: Report, Am. Pract. & 
Digest Treat. 8:1581-1583 (Oct.) 1957. 

Winborn, Claude D.: Treatment of Frontal Sinus Infec- 
tions, Eye, Ear, Nose & Throat Month. 36:345-347 (June) 
1957. 

Wolf, A. Ford: Chronic Urticaria, South. M. J. 50:436- 
440 (April) 1957. 

Wolf, Walter J.: Excretory Urography Without Prelim- 
inary Dehydration, Med. Rec. & Ann. 51:512-513 (Sept.) 
1957. 

Yow, Ellard M.: Problems Encountered in Management 
of Endocarditis, South. M. J. 50:987-991 (Aug.) 1957. 

Zao, Zang Z.; Herrmann, George R.; and Hejtmancik, 
Milton R.: Burger Triangle in Curve Form, Am. Heart J. 54: 
83-87 (July) 1957. 

Zao, Zang Z.; Herrmann, George R.; and Hejtmancik, 
Milton R.: Two Main ORS Vectors in Frontal Plane in 
Electrocardiograms of Complete Left Bundle Branch Block, 
Am. Heart J. 53:880-883 (June) 1957. 

Zeluff, George W., and Fatherree, T. J.: Steroid Therapy 
in Mumps Orchitis, Ann. Int. Med. 46:852-856 (May) 1957. 
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Gifts to the Library 


Dr. S. W. Bohls, Austin, 121 journals. 

Mrs. M. L. Hester, Austin, 1 historical surgical instrument. 

Dr. Sam N. Key, Jr., Austin, 17 journals. 

Dr. Robert W. Kimbro, Cleburne, 104 journals, 9 bound 
journals. 

Drs. Carey and Georgia Legett, Austin, 185 journals, 11 
reprints, 2 books. 

Dr. R. R. Loveless, Bastrop, 3 books, 26 journals. 

Dr. Allen H. Neighbors, Jr., Austin, 23 books. 

Drs. Raleigh R. Ross and R. O. Swearingen, Austin, 607 
journals. 


Dr. Lorraine I. Stengl, El Campo, 47 journals, 31 reprints. 


* Motion Pictures 


Even for One 
Sound, black and white, 28 minutes, 1957. 


This film is designed to show the “human side” of medi- 
cine. The story revolves around a general practitioner in a 
middle sized town. It is recommended for showing to lay 
groups such as service clubs and parent-teacher associations 
and also is available for use on television. 


Vaginal Hysterectomy 
Sound, color, 20 minutes. 


Authored by Dr. James Dimmette, Dallas, this film dem- 
onstrates the use of Adrenosem in the control of bleeding 
during vaginal hysterectomy. 


%* Books 


Books Newly Acquired 


Abraham, E. P.: Biochemistry of Some Peptide and Ster- 
oid Antibiotics, New York, John Wiley & Sons, Inc., 1957. 

Erbaugh, John K.: Principles of Ophthalmoscopy, Spring- 
field, Ill., Charles C Thomas, 1958. 

Glyn, J. H.: Cortisone Therapy, New York, Philosophi- 
cal Library, Inc., 1957. 

James, D. Geraint: The Diagnosis and Treatment of In- 
fections, Springfield, Ill., Charles C Thomas, 1957. 

Kellogg, William A.: Pre-Employment Disability Evalu- 
ation, Springfield, Ill., Charles C Thomas, 1957. 

Perry, Eldon T.: The Human Ear Canal, Springfield, Iil., 
Charles C Thomas, 1957. 

The Peter T. Bohan Memorial Lectures on Medicine, 
Lawrence, University of Kansas Press, 1957. 

Roueche, Berton: The Incurable Wound, Boston, Little, 
Brown and Company, 1957. 

Scott-Wilson, H. W.: Aids to Bacteriology, London, Bail- 
liere, Tindall and Cox, 1957. 

Statland, Harry: Fluid and Electrolytes in Practice, Phila- 
delphia, J. B. Lippincott Company, 1957. 

Veeder, Borden S., Ed.: Pediatric Profiles, St. Louis, C. 
V. Mosby, 1957. 

Wikler, Abraham: The Relation of Psychiatry to Pharma- 
cology, Baltimore, Williams & Wilkins Company, 1957. 

Wilson, J. Walter: Clinical and Immunologic Aspects of 
Fungus Diseases, Springfield, Ill., Charles C Thomas, 1957. 
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Book Notes 


General Techniques of Hypnotism 


ANDRE M. WEITZENHOFFER, Ph.D., Stanford University and 
Center for Advanced Study in the Behavioral Sciences (1956- 


1957), Stanford, Calif. 460 pages. $11.50. New York, Grune 
& Stratton, Inc., 1957. 


This comprehensive volume represents a review of much of 
the literature on hypnosis. Nearly 200 authors are quoted— 
many in detail. There is an introduction concerning dynamics 
and waking suggestion. The body of the text deals chiefly 
with general techniques. Many of the techniques one would 
never use in practice but are interesting to know about. A 
brief section at the close mentions special problems, sugges- 
tion, applications, symptom removal, guidance, reassurance, 
persuasion, desensitization, reeducation, conditioning, and 
psychoanalytic therapy. 

The fundamental premise is that the only way to learn effec- 
tive methods is through actual practice, and excellent demon- 
strations are given for the reader to carry out. Although of 
a technical nature, the book does not require previous knowl- 
edge of the subject. Certain chapters are designated for the 
novice, while others are recommended for those with a basic 
understanding. The purpose is to introduce a text for teaching 
both introductory and advanced courses as well as to give a 
working knowledge of hypnotic phenomena. The coverage 
aims at being representative and not encyclopedic, although 
it approaches the latter and is, therefore, rather slow and tedi- 
ous in places. 

Hypnosis has changed little over the centuries since the 
deep anesthetic sleep fell over Adam and his rib painlessly 
was removed from his side. It is the feeling of the reviewer 
that most physicians can find a place for this psychological 
phenomena in their own practice. This can be through hyp- 
nosis per se, or with the development of those qualities of 
personal interest, kindness, and tolerance. These three quali- 
ties not only increase one’s professional competence, but are 
essential in obtaining the confidence and cooperation of the 
patient in hypnotism. 


—Lloyd L. Downing, M.D., Ballinger. 


Pulmonary Emphysema 


Edited by ALVAN L. BARACH, M.D., Clinical Professor of Med- 
icine, and HYLAN A. BICKERMAN, M.D., Assistant Clinical 
Professor of Medicine, Columbia University College of Physi- 
cians and Surgeons. 545 pages. $10. Baltimore, Williams & 
Wilkins Company, 1956. 


Under the cover of this book are many excellent mono- 
graphs by practitioners as well as research men and teachers 
in this fast moving field of medicine. The author admittedly 
states that there is overlapping of material, and of course this 
is unavoidable in a book which has 18 contributors. 

One of the messages which the editors wish to convey is of 
“continuous inhalation of oxygen as among the most valuable 
of the agents available for the treatment of pulmonary em- 
physema.” This of course is a controversial subject, and the 
majority of investigators in this field avoid use of oxygen 
therapy initially. But perhaps these pioneers will cause a 
reversal of the perennial pendulum, and out of it all will 
evolve the use of oxygen in special cases to great advantage. 

It would be difficult to single out only one essay in the 
book. For example: chapter 4 entitled “Senile Emphysema” 
brings out the real differences between obstructive emphy- 
sema, the main topic of this book, and senile emphysema, a 
form of emphysema not produced by obstruction of bron- 
cheoles but simply by the aging process. 

It may be concluded from the above commentary that the 
book merely strives to clarify many misconceptions. How- 
ever, this is not entirely a valid observation, for among the 
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chapters of this book appear not only excellent but monu- 
mental pieces of writing of a positive sort well worth reading 
and thinking about. It might be said, however, that a student 
initiating the study of pulmonary emphysema perhaps would 
find himself suspended in mid air from time to time during 
his reading of this book. The book does not attempt to be 
complete as the title might lead one to conclude. It is in- 
tended, I am sure, for the more mature student in this field, 
and with this in mind it will perform a great service. 


—C. W. Bertinot, M.D., Lubbock. 


Goepp’s Medical State 
Board Questions and Answers 


HARRISON F. FLIPPIN, M.D., Professor of Clinical Microbiol- 
ogy, Graduate School of Medicine, University of Pennsylvania. 
ed. 9. 569 pages. Philadelphia, W. B. Saunders Company, 1957. 


For 50 years annually graduating American medical stu- 
dents, facing state board examinations, have nervously turned 
the pages of Goepp’s Manual hoping to find a few more pearls 
of textbook wisdom to cram into their already overcrowded 
cerebral deep freeze for use the next day in the agonizing 
struggle to get a license to practice medicine. 

For about 45 of those years revisions were infrequent and 
made little change in the original classic, but in 1950, at the 
age of 84, the celebrated author, Dr. R. Max Goepp died. In 
undertaking the ninth revision in 1957, Dr. Harrison Flippin 
found so many revolutionary medical advances had become 
incorporated in the practice of medicine during the 7 years 
since the publication of the eighth revision, that extensive 
changes and additions were required to meet the needs of the 
present day medical student. 

One is amazed at the list of drugs and techniques that have 
been introduced during this short interval. To name a few, 
there are the steroids, the antimicrobial agents, measures for 
control of malignant diseases (folic acid antagonists, nitrogen 
mustards, radioactive isotopes), improvements in anticoagu- 
lant therapy, better understanding of water and electrolyte 
balance, advances in anesthesiology, new surgery in pul- 
monary and cardiovascular fields, the diagnostic techniques 
using the transaminases, the C-reactive protein, the protein 
bound iodine, and the angiographic studies. 

The general form and arrangement are preserved. The 
questions are concerned with the 11 divisions of anatomy, 
pathology, chemistry and physiology, pharmacology, clinical 
pathology, medicine, public health, surgery, complications of 
surgery, obstetrics and gynecology, and medical jurisprudence. 

A table of contents breaking each division down into its 
several parts and an excellent and comprehensive index pro- 
vide the utmost in convenience for the student in locating 
any special topic desired. 

But now, in its present form, and with its revised and mod- 
ernized content, the book becomes attractive to every sincere 
student of medical science, including those of us with many 
years separating us from the day we took state board examina- 
tions. The subject matter is so extensive, the questions so 
searching, the answers so brief, pointed, and informative that 
any one of us could spend profitably several hours each week 
reviewing knowledge easily forgotten and yet useful in prac- 
tice. We now have no excuse but preoccupation or laziness 
to separate us from its scientific and educational refreshment. 


—J. Edward Johnson, M.D., Austin. 


Antibiotics and Antibiotic Therapy; 
A Clinical Manual 


ALLEN E. HusSAR, M.D., F.A.C.P., Chief of Medical Service, 
Franklin Delano Roosevelt Veterans Administration Hospital, 
Montrose, N. Y.; HOWARD L. HOLLEY, M.D., F.A.C.P., Asso- 
ciate Professor of Medicine, Medical College of Alabama, Birm- 
ingham. 475 pages. New York, Macmillan Company, 1954. 
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It Pays to Be Healthy 


ROBERT COLLIER PAGE, M.D., F.A.C.P. 285 pages. $4.95. 
Englewood Cliffs, N. J., Prentice-Hall, Inc., 1957. 


Dr. Page’s timely and authoritative volume should be re- 
quired reading for all supervisory personnel, not only for 
their own welfare but also for the welfare of subordinates. A 
better understanding of the myriad problems which face the 
employee is sure to result in better handling of job situations. 


There are chapters on functional illness, tension headaches, 
obesity, alcoholism, peptic ulcer, heart disease, and many other 
subjects which should be matters of deep concern to present 
day business and industry. But Dr. Page’s chief message is 
his crusading campaign for preventive health maintenance 
through early detection and treatment of disease. He presents 
in dramatic personal experiences the folly of neglecting the 
early signs or symptoms of disease until they have progressed 
into irreversible conditions. 


Dr. Page’s style is very readable, and the book is inter- 
spersed with case histories which bring the theoretical into 
the clear light of everyday experience. Any reader is sure 
to recognize himself or his friends in some of the histories. 


The book fittingly concludes with two excellent chapters 
on the problems that confront us all in planning for a healthy 
happy retirement. 


“It Pays to be Healthy.” It also should pay almost anyone 
to read this volume. 


—R. E. Joyner, M.D., Texas City. 


Synopsis of Gynecology 


Based on the Textbook ‘““Diseases of Women.’’ ROBERT JAMES 
CROSSEN, M.D., F.A.C.S., Associate Professor of Clinical Gyne- 
cology and Obstetrics, Washington University School of Medi- 
cine; Associate Gynecologist and Obstetrician to the Barnes Hos- 
pital and the St. Louis Maternity Hospital; Gynecologist to St. 
Luke’s Hospital; Section Head of Unit 1 (Washington University) 
Obstetric and Gynecologic Service, St. Louis City Hospital. Ed. 
4. 255 pages with 132 illustrations. $5.25. St. Louis, C. V. 
Mosby Company, 1956. 






ORGANIZATIO 


* Texas 


Medical Association 


County Society Officials, 
Indoctrinees Meet 
For Joint Conference 


A record attendance of 480 crowded into the Texas Med- 
ical Association’s headquarters building in Austin the week 
end of January 18-19 for the Conference of County Medical 
Society Officials and Symposium on Legislation, Indoctrina- 
tion Program, Executive Council session, and committee 
meetings. 

The county society officials and the indoctrinees met con- 
currently, and both heard talks by three guest speakers, Ken- 
neth McFarland, Ph.D., Topeka, Kan.; Dr. J. Lafe Ludwig, 
Los Angeles; and James G. Roberts, Dallas. The groups were 
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guests of the Texas Medical Association for a luncheon at 
the headquarters building and of the Texas Employers In- 
surance Association for a hospitality hour at the Commodore 
Perry Hotel. Members of the Austin Future Nurses Clubs 
were on hand to help wherever they were needed. 

The Conference of County Society Officials and Symposi- 
um on Legislation included two panel discussions, on “In- 
creasing the Effectiveness of County Societies” and “Key 
Legislation of Medical Importance in the 1958 Session of 
Congress.” Dr. Denton Kerr, President of the Texas Medi- 
cal Association, gave the keynote address. 

The Indoctrination Program, attended by 92 doctors, 52 
of whom were new members, consisted of numerous presen- 
tations designed to help a physician establish his practice 
and become familiar with services available from his profes- 
sional organizations and other agencies. Dr. David W. Car- 
ter, Jr., Dallas, Vice-President of Texas Medical Association, 
presided over the indoctrinees. The Executive Council met 
Sunday morning to hear reports from the various boards, 
committees, and councils, which previously had met. Dr. 
Kerr presided over the group. 


Guest Presentations 


Guest speakers who addressed the county medical society 
officials and indoctrinees on January 18 included Kenneth 
McFarland, Ph.D., Topeka, Kan., educational consultant of 
General Motors Corporation; Dr. J. Lafe Ludwig, Los An- 
geles, member of the Committee on Legislation of the 
American Medical Association; and James G. Roberts, Dal- 
las, manager of the Southwestern Division of the Chamber 
of Commerce of the United States. 



























Eager to become better acquainted with each other 
and with their professional organizations were these young 
doctors, typical of the 92 new or transfer members of 
the Association who participated in the January indoc- 
trination program. 


SERVE TO SUCCEED 


The man who succeeds over a long period of time must 
remember that all work is done to serve a human need, said 
Dr. McFarland. Under the free enterprise system, we call 
people successes who serve other people better than the 
competition. Essentially that is the free enterprise system, 
he said. ; 

More than nine out of every ten people lose their posi- 
tions for reasons which do not pertain to know-how, said 


Dr. McFarland in revealing results of a study he and others 
are making on “Why Do Men and Women Get Fired off 
Factory Jobs?” In elaborating upon the various reasons peo- 
ple fail, he included laziness, absenteeism, poor health, poor 
personalities, and bad dispositions. Other reasons are that 
they talk too much and are careless, unreliable, untidy, im- 





Vice-President David W. Carter, Jr. of Dallas and 
President Denton Kerr of Houston (left to right), consider 
seriously the points being made by guest speaker Kenneth 
McFarland, Ph.D., of Topeka, Kan. 


moral, disloyal, and intemperate. “A large proportion of the 
failures that occur in industry, business, and the professions 
are due to a basic breakdown of character,” he pointed out. 
However, he commented, skill is something that cannot be 
substituted for, but instead must be supplemented by human 
qualities. 


All those engaged in a particular enterprise are on the 
same boat. We all have a common denominator, whether 
we realize it or not. “That common denominator should be 
our interest in keeping the ship afloat for the reason we are 
on it,” Dr. McFarland said. It is not possible, he said, to 
sink half an operation. 

When the rule book is working, a man cannot decide 
that he will be a good business man, good professional 
man, or good tradesman. He must decide that he will be a 
good man, said Dr. McFarland. He must be a good man in 
general before he can be a good man in particular over a 








































Dr. Howard O. Smith of Marlin (left), President-Elect 
of the Texas Medical Association, and Dr. Denton Kerr 
of Houston (right), President, exchange opinions with 
James G. Roberts, manager of the Southwestern Division 
of the Chamber of Commerce of the United States and a 
featured speaker before county society officials and in- 
doctrinees. 
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long period of time. To be a good man in general one must 
possess an honest respect for the dignity of human per- 
sonality that makes fairness, consideration, and good man- 
ners almost automatic. 


OPPOSE FORAND BILL 


Doctors and their wives were urged to write letters to 
their senators and congressmen opposing the Forand bill by 
Dr. Ludwig. 

The Texas Medical Association can do its part, but it is 
not as effective as letters written to legislators by doctors 
and their wives since they are the voters, said Dr. Ludwig. 
The Forand bill will mean much more paper work for 
doctors, he said. 1 

The bill provides for increased medical benefits for re- 
cipients of social security including hospital care and medi- 
cal insurance. The benefits would be increased to $151.80 
per person with 60 days of hospitalization coverage. All 
necessary surgery and emergency dental work also would be 
covered for the approximately 13,000,000 people receiving 
social security. To finance this bill, employee and employer 
taxes would be increased until 1975. With the Forand bill, 
said Dr. Ludwig, we would be paying one tax and legislat- 
ing for our children to pay three times that amount of tax 
to keep us up. 

There were 571 bills of medical interest presented before 
the Eighty-Fourth Congress which ranged from shipping 
scorpions out of Arizona to the Forand bill. 


KEEP FREEDOM ALIVE 


Six of the 56 signers of the United States Declaration of 
Independence were physicians, and business and professional 
men were “hosts” at the Boston Tea Party, Mr. Roberts re- 
minded, suggesting that modern physicians have something 
to live up to. 

The standard of living in America, which is the envy of 
people around the world, results not only from natural re- 
sources plus human energy times tools, but also from these 
factors multiplied by freedom. Yet freedom seems gradually 
to be slipping from us with a steady shift of power from 
the local and state levels to the federal level. ‘Furthermore, 
the acceptance of the leftist philosophy is becoming wider 
spread, noticeably so among high school students. 

Today’s physicians have an opportunity and a responsi- 
bility to keep freedom alive through support of their own 
professional associations and by working with others in their 
community. “You have a republic if you can keep it,” Ben- 
jamin Franklin said. The way to keep it, Mr. Roberts de- 
clared is to “join hands and walk together—with yourselves 
and with businessmen.” 


County Society Officials Meet 


Dr. Denton Kerr, Houston, presided over the Conference 
of County Society Officials and Symposium on Legislation 
held January 18. Dr. R. Mayo Tenery, Waxahachie, secre- 
tary of the Board of Councilors, served as moderator for the 
morning panel discussion on county societies and Dr. G. W. 
Cleveland, Austin, chairman of the Council on Medical Ju- 
risprudence, was moderator of the afternoon panel discus- 
sion on legislation. 


COUNTY SOCIETY EFFECTIVENESS 
Organized medicine has made it possible for physicians 


to practice as individuals, but many members forget this 
debt, said Dr. Tenery. Officers of county medical societies 
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must sell the membership on loyalty. How? They should 
take advantage of the Texas Medical Association’s speakers’ 
bureau, invite the district councilor to attend at least one 
meeting every year, offer more services for the public and 
train new men in medical ethics. 

’ Dr. Carlos E. Fuste, Alvin, pointed out that most mem- 
bers do not know the structure of organized medicine and 
the administrative responsibilities of officers and commit- 
tees. When a committee is not certain of its duties, the 
appointment of a subcommittee to survey the situation and 
find out what the committee is intended to accomplish is a 
real “wheel spinner.” In appointing his committees for the 
year, the president of the county medical society should keep 
in mind the members’ interests. The president not only 
should appoint the committee, but he should explain its 
duties and follow up throughout the year. The effectiveness 
of a county society depends on its secretary, and the secre- 
tary cannot be a new man who has his hands full with 
establishing a new practice. The secretary should be a well 
informed member of the society. Dr. Fuste emphasized the 
importance of the county public grievance committee, which 
must be appointed by every society; it must be publicized, 
but judiciously. The future of medicine depends on the 
individual physician. 

County societies cannot be given a list of meeting pro- 
grams for the year, as such things must be worked out on 
an individual basis, said Dr. Travis Smith, Abilene. The 
first factor involved in planning successful programs is the 
kind of officers the society elects. What should the officers 
do? First, the officers should read their local constitution 
and by-laws and preferably also the state Constitution and 
By-Laws. Then they should establish a plan for presenting 
programs for their society. Robert's “Rules of Order” 
should be consulted before time for the meeting. Dr. Smith 
suggested the following schedule for a county society meet- 
ing: call to order, invocation, reading of the minutes of the 
last meeting of the society or executive committee, commit- 
tee reports (the committee chairmen should know in ad- 
vance they are to be called on), unfinished business, new 
business, a scientific program (preferably with a time limit), 
and finally socio-economic matters. 

An astounding fact is that more members of county med- 
ical societies do not attend meetings of their local societies 
regularly than do, said Dr. C. E. Oswalt, Fort Stockton. He 
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Visitors were interested in newspaper clippings show- 
ing the response throughout Texas to action by the Attor- 
ney General and the State Board of Medical Examiners 
to curtail illegal medical practice by naturopaths. 
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enumerated seven principles in stimulating attendance: (1) 
a good scientific program, carefully timed, (2) the element 
of food and drink, (3) participation of wives, (4) adequate 
notification of meetings, (5) convenient location, (6) lead- 
ership, and (7) the individual member. Medical societies 
do not require attendance as civic clubs do, and physicians 
have better attendance percentage-wise at meetings of civic 
clubs than at meetings of their county medical societies, he 
pointed out. 

The county medical society determines policies on the 
state and national levei, and it does so by electing repre- 
sentatives, Dr. C. P. Hardwicke, Austin, stated. What can 
the county medical society do in influencing House of Dele- 
gates decisions? The society can help by working with com- 
mittees of the House of Delegates, by introduction of reso- 
lutions, by appearing before reference committees, by dis- 
cussion and vote on the floor of the House of Delegates, 
and by understanding and forming definite opinions on 
questions of policy to come before the House. 

In this connection, Dr. Hardwicke emphasized the need 
for county societies to get in by March any resolutions which 
they anticipate presenting to the House of Delegates. Some 
of the issues to come before the House this spring concern 
Medicare, dues, the Forand bill, tax for self-employed, and 
health insurance for civil service employees. Reports and 
resolutions to be presented to the House of Delegates will 
be printed in the Handbook and distributed to all county 
societies. Dr. Hardwicke urged each doctor to inform him- 
self and to see that his delegate is informed on all issues. 


LEGISLATION AFFECTS DOCTORS 


“Key Legislation of Medical Importance in the 1958 Ses- 
sion of Congress” was discussed by a panel from the mem- 
bership of the Association’s Council on Medical Jurispru- 
dence with the chairman, Dr. G. W. Cleveland, Austin, as 
moderator. 

The attitude that physicians should be given compulsory 
coverage under social security is apparent in physicians only 
in highly industrialized areas where there is a high propor- 
tion of physicians to population and only among the very 
young and the older doctors who think they might benefit. 
So commented Dr. John M. Smith, Jr. of San Antonio, who 
declared that actually few doctors would receive any bene- 
fits for themselves and that benefits for survivors under 
social security are not as good as those to be obtained with 
private insurance plans. He pointed out that the social 
security tax gives promise of equaling the income tax in 
the size of its bite from individual income, that it would 
hasten the bankruptcy of the nation, and that it is a means 
of redistributing wealth. Favoring social security for doctors 
would neutralize the fight of: the medical profession against 
socialism and would be saddling future genérations with tax 
burdens to pay benefits for present generations. At present 
beneficiaries under social security are said to be receiving 
$30 for each 50 cents they paid. 

Although current efforts to balance the federal budget 
while emphasizing an enlarged defense program will ham- 
per passage of Jenkins-Keogh legislation to give tax relief 
to self employed persons who enter approved retirement 
programs, eventual passage of such measures appears to be 
certain—the question is, “When?” Dr. Robert D. Moreton, 
Fort Worth, stated. Polls of congressmen indicate that 
should the bills reach the floor of Congress, they probably 
will receive the support of a majority. However, interested 
persons need to tell legislators who represent them and also 
members of the committees considering the Jenkins-Keogh 
measures of their desire for favorable action. 

Health insurance for civil service employees, federal aid 
for medical research and medical teaching facilities, rein- 
surance, and bills affecting medical care by the Veterans 
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Members of the Association’s Council on Medical Ju- 
risprudence presented a panel on medical legislation be- 
fore Congress. Here the chairman and moderator, Dr. 
G. W. Cleveland, Austin; Dr. James W. Rainer, Odessa; 
and Dr. John M. Smith, Jr., San Antonio (left to right), 
listen to Dr. Robert D. Moreton, Fort Worth. An address 
by Dr. J. Lafe Ludwig, Los Angeles (inset), stressed one 
aspect of legislation: social security. 


Administration were discussed by Dr. James W. Rainer, 
Odessa, as other bills of interest to the medical profession. 

House Bill 58, proposed by Congressman Olin W. Teague, 
is for setting up more stringent rules by which veterans with 
nonservice connected disabilities can gain admission into 
Veteran Administration hospitals. Dr. Rainer said that the 
VA loses $3,000,000 a year caring for nonservice connected 
cases. He said that he thought the bill had poor chances of 
passing the House and suggested that doctors write Mr. 
Teague expressing their opinions of the bill. 

Approximately 1,800,000 workers would elect coverage 
at a projected cost to the government of $64,500,000 an- 
nually under the Health Insurance Bill for Federal Workers 
which has been introduced in Congress. The plan could 
range from a minimum hospitalization to a comprehensive 
one also covering surgical services and medical expenses. 
With the administration’s proposed bill for grants to med- 
ical schools, $15,000,000 would be added to the research 
fund for the next fiscal year, making a total of $45,000,000 
to be used to help pay for teaching as well as research 
buildings and equipment. 


Committee Progress 
Reported to Executive Council 


Among the items of significance to each member of the 
Texas Medical Association brought to the attention of the 
Executive Council January 19 was the organization of a 
committee composed of representatives of the Association, 
the insurance field, hospitals, pharmacy, and other allied 
health groups to coordinate and channel efforts in opposi- 
tion to the Forand bill. The Association’s boards, councils, 
and committees reported to the Executive Council on their 
achievements and plans for the future; their annual reports 
are being prepared at this time for publication in the Hand- 
book for Delegates. 

The meeting, held at the headquarters building in Aus- 
tin, was called to order by the President, Dr. Denton Kerr 
of Houston. Following an invocation by Dr. Milford O. 
Rouse of Dallas and the recognition of several visitors, a 
resolution was presented by Dr. J. B. Copeland of San An- 
tonio for the Board of Directors of the Texas Memorial 
Medical Library Association expressing deep appreciation of 
the life and work of the late Dr. V. R. Hurst of Longview. 
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The Association’s boards, councils, and committees were 
invited to report on their activities during the year and their 
plans for the future. A brief summary of each report, most 
of which were accepted without further discussion, follows: 

Board of Trustees —The stocks, bonds, and other assets in 
the estate of the late Dr. Sam E. Thompson of Kerrville 
were turned over to the Association January 17, and the 
Board hopes to award its first loans from this fund prior 
to the 1958-1959 school year to deserving students attend- 
ing the University of Texas Medical Branch at Galveston. 
The Board approved the 1958 budget for the Association, 
providing operating expenditures of approximately $325,000. 
The Board commended the Committee on School-Physician 
Relationships for its successful state conference early in 
January. As directed by the House of Delegates last spring, 
the Board will renegotiate the Association’s contract for 
medical care of dependents of military personnel with the 
Department of the Army prior to the 1958 annual session 
(on April 8 and 9 in Washington, D. C.). 

Board of Councilors—The practice of plant physicians 
doing workmen’s compensation surgery while denying the 
patient the free choice of physician was declared unethical. 
Information on compensation cases will be sent to each 
county medical society. The Board of Councilors suggested 
that the indoctrination program be referred to as the orien- 
tation program. The Board again expressed concern about 
the ratio of the power of the Executive Council to the poor 
attendance, especially the latter part of the meeting, and 
recommended that the Council on Constitution and By-Laws 
or some other group take this matter under consideration 
and recommend protective action. 

Executive Secretary—The American College of Surgeons 
has awarded its entire reprint collection to the Texas Med- 
ical Association. Existing services at the central office are 
being utilized more extensively, and additional programs 
are being added. New members receive a personal greeting 
accompanied by a personally inscribed brochure on services. 
The visitation program has been extended to include ad- 
dresses before civic and luncheon clubs. All exhibit space 
for the 1958 annual session has been sold, at a net income 
to the Association of $13,000. 


Woman's Auxiliary—Mtrs. H. S. Renshaw, Fort Worth, 
President of the Woman’s Auxiliary to the Texas Medical 
Association, expressed appreciation for the opportunity to 
attend meetings such as were held in Austin over the week 
end. 

Council on Scientific Work.—The council believes that 
the new format for the annual session, that is with the meet- 
ing ending with the President’s Party on Tuesday night 
(April 22), will work out very well for all concerned. The 





Among the 490 who registered for some part of the 
activities at the Texas Medical Association building Jan- 
uary 17-19 were representatives of the insurance, hos- 
pital, and pharmaceutical professions, some of whom are 
shown in conference with the Council on Medical Juris- 
prudence in efforts to promote voluntary health insurance 
and to consider legislative issues of mutual interest. 
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refresher course program this year will be preceded by a 
coffee period, given through the generosity of the Board of 
Trustees. Genera] meeting luncheons will be given on both 
Monday and Tuesday of the annual session. The council 
tentatively approved as a related organization the newly 


‘organized Texas Physical Medicine and Rehabilitation 


Society. 

Council on Medical Jurisprudence.—Guests at the meet- 
ing of the council included 10 from the insurance field, 8 
representing hospitals, 35 pharmacists, 4 physician guests, 
and 1 county society secretary. Two members of the AMA 
Council on Legislation discussed the Forand bill and out- 
lined tentative plans of action. It was the unanimous belief 
of those present that only by a concerted effort by individ- 
uals representing all allied health groups could the Forand 
bill be defeated. A coordinating committee composed of 
two members and an alternate from each group represented 
as well as from allied health groups not represented is being 
organized. 

Council on Medical Economics.—Opposition to the ven- 
dor’s medical care amendment to be voted on in the Texas 
general election was expressed. Charles O. Finley, broker 
for the Association’s group disability insurance program, 
gave a favorable interim financial report on the program. 
Members of the Health Insurance Council of Texas dis- 
cussed with the council related problems of insurance, the 
most pertinent problem being that of gradually increasing 
costs of medical care. The two groups decided on a two-fold 
program for 1958, namely, the education of doctors in the 
problems confronting the insurance industry and the educa- 
tion of clients in the proper usage and evaluation of insur- 
ance liability. Consideration of contracts for group life in- 
surance is being given by the council. 

Committee to Study Contract Medicine —The committee 
was created to receive, via the President, complaints from 
various societies about practices that seem to encroach on 
the private practice of medicine. Three complaints have 
been received and considered. The committee requested that 
it be made a permanent subcommittee of the Council on 
Medical Economics. 

Council on Medical Education and Hospitals —The coun- 
cil recommended that the Association participate in a de- 
tailed study of medical practice and the number of doctors 
needed in Texas (to be made by an appropriate agency) so 
as to determine the need for additional facilities. Austin 
wishes to be considered as a site for a third medical branch 
of the University of Texas. 


AMA Delegates—Dr. Milford O. Rouse, Dallas, pre- 
sented the Texas delegates’ report of the clinical session of 
the American Medical Association in Philadelphia, Decem- 
ber 3-6. A summary is published in the January issue of 
the Texas State Journal of Medicine. 

Council on Constitution and By-Laws.—Detailed changes 
in the Constitution and By-Laws and recommendations of 
the council will be presented in the Handbook for Dele- 
gates for action by the House of Delegates. 

Rules Committee—Dr. C. P. Hardwicke, Austin, pre- 
sented recommendations pertaining to procedures in the 
House of Delegates. These concern the President’s report, 
the Executive Secretary’s report, council and committee re- 
ports, resolutions, and debate. Details will be printed in 
the Handbook. 

Committee on Medical History—Photographs are being 
made of all committees and functions and are to be available 
for the annual session in Houston. The committee’s project 
is to make a summary of the last 5 years of the historical 
operations of the Association to supplement Dr. P. I. Nixon’s 
book, “A History of the Texas Medical Association, 1853- 
1953.” 

Committee on Mental Health—The committee reported 
on the progress of the research project which pertains to the 
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rehabilitation of discharged patients from two selected state 
hospitals who return to their respective communities. The 
committee recommended continued support of the project 
and the appointment of a general practitioner from the state 
at large to serve on the medical advisory committee of the 
project. The committee considered in detail interpretation 
of the new mental health code and asked to be permitted 
to discuss it in the Texas State Journal of Medicine. 

Committee on Public Relations—Promotional work for 
the 1958 annual session was approved by the committee, 
and the central office staff and Woman’s Auxiliary were 
commended. A luncheon for civic leaders again will be 
given in conjunction with the annual session. The press 
room will be operated by central office personnel with 
assistance by Russell Pancoast of San Antonio; executive 
secretaries of various county societies are to be invited to 
assist. It was recommended that the Woman’s Auxiliary 
again present an exhibit at the annual session. Entries for 
the Anson Jones Award were considered. 


Committee on Blood Banks——The committee in special 
session in Dallas January 5 considered the following items 
for reporting to the Executive Council: the supply of blood 
to patients in state hospitals, clearinghouse system for blood 
and blood credits of the Texas Association of Blood Banks, 
and activities of the American Association of Blood Banks. 


Committee on Public Health—Dr. Thomas P. Kennerly, 
Houston, new chairman of the committee, reported that 
several important public health matters were discussed, but 
that all recommendations were postponed. 

Committee on National Emergency Medical Care.—Dcr. T. 
E. Dodd, a member of the State Defense and Disaster Relief 
Council, reported to the committee on the statewide survival 
research project. The committee agreed to participate in the 
Region 5 Federal Civil Defense Administration committee 
meeting in Dallas March 8 and will report to the House 
on the meeting. 

Committee on Scientific Exhibits—The committee asked 
for suggestions for exhibits on special problems that seem 
needed to meet the responsibilities of the profession to the 
public, for example, the material on tuberculosis which is to 
be presented in Houston. Exhibits will be divided into four 
classes: individual, group, institutional, and educational or 
promotional (not eligible for awards). A live exhibit is to 
be presented this year for the first time. 

Committee on School-Physician Relationships ——Approxi- 
mately 200 attended the second statewide Conference on 
Physicians and Schools in Austin January 7-8, and 52 physi- 
cians were among those in attendance. The committee ap- 
pointed Dr. A. R. Hazzard of Giddings as vice-chairman 
and also appointed a planning committee to work on a 
long-range program of activities. 

Committee on Rural Health and Doctor Distribution.— 
The committee reviewed the effectiveness of the booklet 
on economic poisons, which was prepared in cooperation 
with the Texas State Department of Health. Doctor dis- 
tribution still is a problem although progress is being made, 
and the committee recommended that at least one lecture 
be included in Medical Students’ Day programs at the three 
Texas medical schools on the advantage of practice in the 
rural areas. 


Appointees to Texas Commission on Patient Care.—Be- 
cause of lack of financial support, the office of the commis- 
sion was closed November 4, 1957, and the services of the 
full-time employees terminated December 31; however, it 
was emphasized that the commission will continue to func- 
tion. The commission expanded its representation to include 
all paramedical groups. General areas requiring assistance 
by the various groups represented include need for more 
instructors, additional recruitment, additional schools, and 
education publicity or qualification. 
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Committee on Military and Veterans Affairs——A study of 
admission eligibility in Veterans Administration hospitals 
has been begun, and one problem already has become evi- 
dent. VA officials report that the great majority of non- 
emergency, nonservice-connected disability cases come to the 
hospitals by written referral from local physicians. The 
committee urged veteran-physicians to join their local vet- 
erans’ organizations and inform themselves of the activities 
of these organizations. 

State Committee on American Medical Education Founda- 
tion.—With the assistance of the Woman’s Auxiliary to the 
Texas Medical Association, of the Board of Councilors which 
appointed county chairmen to assist the state chairman in 
the annual fund raising drive, and of the Board of Trustees 
which provided funds for special supplies and a general 
mailing, the statewide AMEF drive in November had the 
best response yet in Texas. 

Committee to Study Asian Influenza.—In view of the 
fact that the Asian influenza epidemic already has reached 
its peak and subsided, no action is needed at this time. The 
committee will notify physicians if there is any evidence of 
a second wave. 

Committee on Nuclear and Atomic Medicine.—Dr. J. E. 
Miller of Dallas was appointed by the committee as editor 
for the Directory of Nuclear Consultants. A subcommittee 
of representatives from each Councilor district to assist the 
committee in arranging orientation and indoctrination pro- 
grams on the local level is to be appointed at the annual 
session. This subcommittee would first take part in a work- 
shop to bring the members up to date on recent advance- 
ments and hazards of the peacetime and wartime use of 
nuclear energy. 

Committee on Problems of the Aging—The committee 
recognizes the organization of a Texas State Legislative Com- 
mittee to Study Problems of the Aged in Texas; Dr. Fred- 
erick G. Dorsey is a member. The formulation of commit- 
tees for aging for local societies was suggested, with their 
attention first being directed to custodial and nursing homes 
in their communities. The Texas Geriatrics Society and the 
Texas Gerontological Society are followed with interest. 

Committee on Bracero Medical Care and Insurance-—The 
committee believes the bracero in Texas is receiving ade- 
quate medical care, insurance companies writing coverage on 
the braceros are not paying an adequate fee to the physician 
for service rendered in every instance, and a grave situation 
is developing in which some insurance companies are spon- 
soring the practice of medicine by a corporation or lay 
association. 


School Health Is 
Texas Conference Topic 


Approximately 200 physicians, public health officials, and 
school personnel took part in the second state Conference on 
Physicians and Schools sponsored by the Committee on 
School-Physician Relationships of the Texas Medical Asso- 
ciation. The conference was staged in Austin, January 7-8, 
with L. P. Sturgeon, director of public relations for the 
Texas State Teachers Association, Austin; Melvin T. Munn, 
director of public relations for Blue Cross-Blue Shield of 
Texas, Dallas; and Fred V. Hein, Ph.D., consultant in health 
and fitness in the Bureau of Health Education of the Ameri- 
can Medical Association, Chicago, as featured speakers. In 
eight panel discussions a variety of school health problems 
were discussed. 

Mr. Sturgeon, choosing the subject “The Role of Educa- 
tion in the Modern World,” laid the groundwork for the 
conference. Mr. Munn considered “The Role of Health 
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Care Prepayment in Our Economy.” Dr. Hein reviewed 
“Problems and Progress in School Health,” challenging 
those present to go home and activate the numerous agen- 
cies and individuals in the local community without whose 
cooperation a progressive school health program cannot 
be achieved. 

Presiding officer for most of the general sessions was Dr. 
Jay J. Johns, Taylor, chairman of the Committee on School- 
Physician Relationships. Most of the panels included a phy- 
sician, a representative of education, and someone special- 
izing in public health. Some of the points brought out in 
the panel discussions follow. 

Mental Health in the Classroom.—Sound mental health is 
important for the school child not only for his emotional 
development but also for his learning. The teacher should 
be an example of good mental health and should be sensi- 
tive to unwholesome attitudes in the pupils. Mental health 
resource personnel should be available for referral if prac- 
tical; if not, teachers, family doctors, school nurses, and 
parents can discuss the problem initially and plan a course 
of action. 

Advisory Health Councils and the Schools.—The study of 
a child’s health needs and maintenance of his optimum 
health require appraisal of each of the major influences on 
his expanding personality. Although the board of education 
has legal responsibility for what happens to the child at 
school, it needs advisers from the community to develop 
sound health policies. Sincerely interested persons repre- 
senting professional and special interest groups in the com- 
munity can act as a sounding board for the school adminis- 
tration and even suggest effective programs. 

Role and Responsibilities in School Health —The primary 
role of the school is education. In the health area, the 
school has the responsibility of seeing that health instruction 
is carried on and that it has meaning in relation to the 
community. The school needs to keep the family informed 
as to community resources and to help the family under- 
stand and follow the philosophy of prevention so as to keep 
the well child well. The public health department physi- 


Those who attended the school health conference 
luncheon saw some of the dignitaries of the conference 
seated at the head table (left to right): Dr. Carl F. Moore, 
Jr., director, Division of Maternal and Child Health, 
Texas State Department of Health, Austin; Lewis Spears, 
consultant in health, safety, and physical education, 
Texas Education Agency, Austin; Fred V. Hein, Ph.D., 
consultant in health and fitness, Bureau of Health Edu- 
cation, American Medical Association, Chicago; Dr. How- 
ard O. Smith, President-Elect, Texas Medical Association, 
Marlin; Melvin T. Munn, director of public relations, 
Blue Cross-Blue Shield of Texas, Dallas; Dr. Jay J. Johns, 
chairman, Committee on School-Physician Relationships, 
Texas Medical Association, Austin; Dr. Denton Kerr, Pres- 
ident, Texas Medical Association, Houston; and Lee Wil- 
born, Ph.D., assistant commissioner for instruction, Texas 
Education Agency, Austin. 
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cian, in addition to preventing and controlling communicable 
diseases and providing for sanitation and safety, can be a 
valuable consultant to school administrators and boards on 
health matters. The private physician can be helpful in 
parental education, and, through his medical society, on 
how to handle athletic injuries, immunizations, underprivi- 
leged children, and those who request exemption from 
physical education. 

Health Problems of Pupils and School Personnel. — 
Through the schoois, conditions in the children of either 
an acute or a chronic nature which would be communicated 
to other children or which should receive medical attention 
can be identified tentatively through screening examina- 
tions, but responsibility for thorough examination and for 
treatment should rest with the family physician. School per- 
sonnel, as a protection to students as well as for the benefit 
of the persons themselves, should be expected to maintain 
good health and at least a preemployment examination may 
be required, although the responsibility for good health 
should lie with the employee. 

School Health Services—A Part of the School Health 
Program.—Health services for the school age child should 


Between sessions, an exhibit supplied by the American 
Medical Association attracted attention. Here partici- 
pants listen to a presentation on physical examinations 
coordinated with changing slides. 


This panel discussing school health services was typical 
of the eight discussion groups. 
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be family centered and should begin before the child starts 
to school. Although much of the school health program is 
dependent upon the family physician, most well balanced 
school programs would include medical and dental exami- 
nation, examination of athletes, weight and measurement 
records, observation by teachers, health records, screening of 
vision and hearing, first aid in emergencies, communicable 
disease control, immunization, service for handicapped chil- 
dren, and mental health services. 

Cooperative Efforts in Local Communities—School per- 
sonnel must recognize many professional and public health 
services and be aware of their functions and limitations. 
These in turn have an opportunity to be of assistance but 
should not be permitted to exert undue pressure in the 
establishment or carrying out of school health programs. 

Emergency Care and Communicable Disease Control.— 
Planning for emergencies and communicable disease should 
result in formulation of definite programs. Routine emer- 
gencies may be handled by having on each child some such 
information as the parent’s telephone number, a relative or 
friend who could substitute, the family physician and an 
alternate, and perhaps designation of school personnel to 
act if necessary. Preparation for emergencies of a disaster 
nature should include specific plans with information and 
drills interwoven into the regular school program. Immuni- 
zation, awareness of the signs of illness, and less emphasis 
on perfect attendance would contribute to the control of 
communicable disease. 

The Physician and Physical Education—Schools should 
have a plan of physical education for children of different 
health and physical status, and the health status of a child 
as determined by his physician should be respected in the 
activity assigned for him. Teachers and coaches profes- 
sionally prepared in physical education should be employed. 
Athletes should have special examinations at the beginning 
of each season to determine fitness for participation, and a 
physician should be on call during practice session and at 
games. 


Helen Bullock Receives 
Anson Jones Award 


Miss Helen Bullock, medical writer for the Dallas Morn- 
ing News, has been named by the Texas Medical Association 
to receive its Anson Jones Award for outstanding medical 
reporting in Texas for 1957. The honor, given to a Texas 
reporter for distinguished accurate lay medical reporting 
annually, consists of $250. 

Another Dallas medical writer, Mrs. Judy Bonner of the 
Dallas Times Herald, was selected as first runner-up and 
Miss Jean Walsh, medical writer for the Houston Post, won 
third place honors. All three writers were commended 
highly for their outstanding assistance to Texas medicine. 
Miss Bullock was runner-up for the first Anson Jones Award 
in 1956. 

The Dallas News reporter was one of the first newspaper 
writers to specialize in medical reporting and has many 
other citations to her credit. Mrs. Bonner was considered 
instrumental in getting thousands of persons inoculated with 
the poliomyelitis vaccine as a result of her newspaper articles. 


The Anson Jones Award is designed to further relations 
between county medical societies, Texas newspapers, and the 
Texas Medical Association. It was initiated by the Com- 
mittee on Public Relations. Nominations for the award 
were submitted by county societies, which worked closely 
with the editors of newspapers in selecting writers to repre- 
sent their respective areas. Any reporter who serves a single 
newspaper, news service, or periodical is eligible. Dr. Anson 
Jones, for whom the award is named, was the last president 
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of the Republic of Texas and held a doctor of medicine 
degree. 

Presentation of the award will be made to Miss Bullock 
during the annual session in Houston, April 22. 


County Rural Health Committees 
To Receive Planning Guide 


To establish a method of self-help for rural communities 
in dealing with their medical and health problems, the 
Texas Medical Association’s Committee on Rural Health 
and Doctor Distribution and the Agricultural Extension 
Service of the Texas Agricultural and Mechanical College, 
College Station, have published a pamphlet to help county 
rural health committees become more effective. 

The publication is being distributed to county medical 
society secretaries, who will convey the planning guide to 
the members of their society. Members of the local com- 
mittees for county program building will evaluate their local 
medical needs calling on the doctors of the community for 
guidance and instruction. 

The pamphlet points out ways in which a county rural 
health committee helps give leadership to the planning of 
health programs whereby families and groups may work 
together for improved health and ways in which county and 
community groups can work on these health goals through 
various plans and activities. It also explains how to begin 
the program, how to progress, and who can help with it. 

An outline for guiding the county health planning is 
illustrated on the folder. 


18 Refresher Courses 
Scheduled for Houston 


Highlighting the refresher course program at the 1958 
annual session of the Texas Medical Association in Houston 
April 19-22 will be 16 scientific and 2 socio-economic 
presentations. The courses are scheduled for Monday and 
Tuesday mornings (April 21-22), 9 each day, beginning at 
8:30 a. m., after complimentary coffee is served from 7:45 
to 8:15 a. m. Following an hour of lecture, questions will 
be answered until 9:45 a. m. 

A physician may attend a course each day or only one 
course, as he wishes. Attendance for each course is limited 
to approximately 50 persons, with admission only by ticket, 
for which there is no charge. Tickets will be available at 
the Association’s registration desk in the Shamrock Hilton 
Hotel during the annual session period, and priority will be 
given members of the Association. Residents, interns, and 
others who are not members of the Association may attend 
the courses as space is available. 

Primarily for the benefit of physicians doing general prac- 
tice but also of value to specialists, the courses, all of which 
will be given on the third floor of the Shamrock Hilton 
Hotel, will be granted informal hour-for-hour credit by the 


_ Texas Academy of General Practice, as will the rest of the 


scientific program at the convention. For most courses an 
outline prepared by the instructor will be distributed to 
those in attendance. 

On Monday the scientific program consists of talks by 
such noted physicians as Dr. C. Knight Aldrich, Chicago, 
on the neurotic patient; Dr. Raynold N. Berke, Hackensack, 
N. J., exophthalmos; Dr. Robert N. Creadick, Durham, 
N. C.,, office practice of gynecology; Dr. George C. Griffith, 
Los Angeles, resistant congestive heart failure; Dr. Elmer 
Hess, Erie, Pa., nephrolithiasis; Dr. Amos R. Koontz, Balti- 
more, inguinal hernia; Dr. I. S$. Ravdin, Philadelphia, gall- 
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stone disease; and Dr. Joseph Stokes, Jr., Philadelphia, 
respiratory virus infections. 

The socio-economic presentation scheduled as a part of 
the Monday refresher course program is on “Malpractice: 
Its Effect and How to Avoid It.” Philip R. Overton, Austin, 
legal counsel for the Texas Medical Association, will serve 
as moderator of the panel consisting of four attorneys. 
V. M. McLeod, Galveston, will discuss “The Legal Conse- 
quences of Erroneous Diagnosis”; J. A. Gooch, Fort Worth, 
“The Value of Golden Silence”; Ralph W. Bogardus, Fort 
Wayne, Ind., “Viewpoint of an Insurer”; and John H. Groce, 
San Antonio, “Medical Malpractice Pitfalls to Be Avoided.” 

The Tuesday morning scientific schedule includes Dr. 
Victor Goodhill, Los Angeles, speaking on the middle ear; 
Dr. Barbara Korsch, New York, the difficult child; Dr. 
George M. Lewis, New York, common dermatoses; Dr. 
Robert J. Reeves, Durham, N. C., disorders of the esopha- 
gus; Dr. James D. Rives, New Orleans, small intestine 
obstruction; Dr. Julian Ruffin, Durham, N. C., peptic ulcer; 
Dr. T. E. Sanders, eye disease; and Dr. Allen F. Voshell, 
Baltimore, orthopedic problems. 

“How to Coexist with Inflation” is the special socio- 
economic presentation arranged for Tuesday. Mark M. 
Myers, Dallas, who heads the professional management firm 
Dental-Medical Economics, will be the lecturer. 

The complete refresher course schedule will be printed 
in the March issue of the Journal with the entire annual 
session program. 


Specialty Societies Note Program 
Emphasis for Annual Session 


Outstanding scientific programs have been arranged by 
the related organizations meeting in conjunction with the 
Texas Medical Association at its annual session in Houston 
April 19-22. Seventeen groups have cooperated with the 
Association in securing and jointly sponsoring guest speakers 
and/or arranging their programs for the 1958 convention. 
Programs for these specialty societies, all of which are open 
to members of the Texas Medical Association, will be pub- 
lished in the March issue of the Journal with the complete 
annual session programs, but some of the following features 
of the programs are noteworthy at this time. 

Texas Air-Medics Association—Col. Frank M. Townsend, 
deputy director of the Armed Forces Institute of Pathology, 
Washington, D. C., will be a special attraction on the 
group’s Monday (April 21) program. He will speak on 
“Pathologic Effects of Experimental Acceleration and De- 
celeration.” On Sunday the members will hear Charles 
Smith of the Civil Aeronautics Administration Legal De- 
partment discuss “Legal Problems in Certification of Air- 


Texas Chapter, American Association of Public Health 
Physicians.—A Sunday (April 20) evening dinner meeting 
featuring an address by Dr. Edward G. McGavran, dean of 
the School of Public Health, University of North Carolina, 
Chapel Hill, has been arranged for the public health phy- 
sicians. 

Texas Chapter, American College of Chest Physicians.— 
Chest physicians will take part in an all day Sunday meet- 
ing, at which the president of the American College of 
Chest Physicians, Dr. Burgess L. Gordon of Albuquerque, 
will deliver the Hendricks Memorial Lecture on “The Prob- 
lems of Chronic Pulmonary Conditions in Older People.” 

Texas Dermatological Society—Dr. George M. Lewis, 
professor of clinical medicine (dermatology), Cornell Uni- 
versity Medical College, New York, will discuss “Basic 
Trends in Dermatology” for the society on Monday morning. 
Texas Diabetes Association —A Sunday program is planned 
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by the diabetes group, with a luncheon panel discussion on 
“The Treatment of Diabetes During Surgical Complica- 
tions” being presented by the group’s guest, Dr. Howard F. 
Root of Boston, and Dr. E. Stanley Crawford of Houston. 
Texas Geriatrics Society—‘Medical Education and Geri- 


atrics” will be discussed by Dr. John B. Truslow, Galveston, 


at the society's Monday luncheon. 

Texas Heart Association—Two out-of-state speakers will 
spark the heart program, Dr. George C. Griffith of Los 
Angeles and Dr. S. Gilbert Blount, Jr. of Denver. In addi- 
tion to talks by Texans, the Sunday program will include 
two panel discussions, one on atherosclerosis, coronary artery 
disease, and congestive heart failure and the other on con- 
genital and rheumatic heart disease. 

Texas Industrial Medical Association—A joint meeting 
with the Texas Traumatic Surgical Society has been planned 
for Sunday, beginning with a luncheon. Two guest speakers 
will give papers. 

Texas Neuropsychiatric Association.—Scientific and busi- 
ness sessions and a buffet dinner dance are on the Sunday 
agenda for the neuropsychiatrists. Two guest speakers, Dr. 
C. Knight Aldrich of Chicago and Dr. Barbara Korsch of 
New York, will add interest to an afternoon symposium 
and panel discussion. Dr. Aldrich also will discuss “New 
Concepts of Delinquency.” 

Texas Ophthalmological Association—All day Monday 
and Tuesday morning ophthalmologists will meet. Special 
at.ractions on the program, including the Section on Eye, 
Ear, Nose, and Throat meeting Monday afternoon, will be 
talks by Dr. Raynold N. Berke of Hackensack, N. J., and 
Dr. T. E. Sanders of St. Louis. 

Texas Orthopedic Association—On Monday the ortho- 
pedists will meet at the Shamrock Hilton Hotel in the 
morning, during which time Dr. Allen F. Voshell of Balti- 
more will discuss anatomical studies of the knee, and at 
the Shrine Hospital in the afternoon following a luncheon 
and business meeting at the Doctors’ Club. 

Texas Physical Medicine and Rehabilitation Society—The 
newly organized society will hear about rehabilitation in 
Texas both in a talk by Dr. Odon F. von Werssowetz of 
Gonzales and in a panel discussion Sunday afternoon. 

Texas Society of Anesthesiologists—Dr. Robert M. Smith 
of Boston will present two papers for the anesthesiologists 
Sunday. The group will have a cocktail party and dinner 
Saturday night. 

Texas Society of Gastroenterologists and Proctologists.— 
“Casual Observations of Peptic Ulcer” will be the presi- 
dential speech given by Dr. Tate Miller of Dallas at the 
group’s banquet honoring Dr. John Tilden Howard of Balti- 
more Sunday evening. The afternoon session will be de- 
voted to scientific papers and a brief business meeting. 

Texas Society of Plastic Surgeons.—The group will meet 
all day Saturday, with a luncheon breaking the scientific 
program. 

Texas Traumatic Surgical Society—Meeting in conjunc- 
tion with the Texas Industrial Medical Association, the so- 
ciety will hear Dr. Amos R. Koontz of Baltimore discuss 
“Why Do Hernias Recur?” and Dr. Allen F. Voshell of 
Baltimore speak on “Rehabilitation Following Major In- 
juries.” 

Conference of City and County Health Officers—In addi- 
tion to hearing a talk by Dr. Edward G. McGavran of 
Chapel Hill, N. C., the health officers will hear Norman G. 
Hawkins, Ph.D., of Galveston, speak on “Alcoholism— 
Whose Responsibility?” 


Other groups cooperating in the program but not having 
a scientific program include the Texas Chapter of the Amer- 
ican Academy of Pediatrics, Texas Division of the American 
Cancer Society, Texas Pediatric Society, Texas Society of 
Pathologists, Society of Life Insurance Medical Directors of 
Texas, and Texas Society of Athletic Team Physicians. 
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* District Societies 


District 12 Holds 
All Day Meeting 


Doctors of the District 12 Medical Society and their wives 
took part in an all day meeting January 14. Scientific ses- 
sions during the morning and afternoon were conducted for 
the doctors by staff members of Southwestern Medical School 
of the University of Texas, Dallas, while Auxiliary members 
held a meeting in the morning and a tea in the afternoon. 

Dr. Denton Kerr of Houston, President of the Texas Med- 
ical Association, spoke at a luncheon attended by 100. He 
urged the doctors and their wives to continue unrelenting 
opposition to communism and other forces which would de- 
stroy the American system of free enterprise. Other guests 


Dr. William A. Chernosky, president of District 12 
Medical Society addresses the group at its recent all day 
meeting. Seated (left to right) are Mrs. Bernard Rosen, 
President of the Woman’s Auxiliary; Dr. Denton Kerr, 
Houston, President of the Texas Medical Association; 
and Dr. Howard O. Smith, Marlin, President-Elect of 
Texas Medical Association. 


at the luncheon included Dr. Milford O. Rouse of Dallas, / 


president-elect of Southern Medical Association, and Dr. 
Howard O. Smith, President-Elect of Texas Medical Asso- 
ciation. Dr. Richard T. Smith, associate professor of pedi- 
atrics, Southwestern Medical School, Dallas, substituted for 
Dr. Edward L. Pratt, Dallas, on the program with an address 
on “Respiratory Infections in Children.” 

Dr. Paul H. Mitchell, Corsicana, was named president- 
elect at the meeting and Dr. Bernard Rosen, Corsicana, was 
elected secretary-treasurer. Dr. William A. Chernosky, Tem- 
ple, is president. 


+ County Societies 


Programs of County Societies 


Recent programs presented at county medical society meet- 
ings include the following: 

Bastrop-Lee—“Office Management,’ James Notan, con- 
sultant on medical practice, Austin, and Office Proctology,” 
Dr. Frank M. Covert, Austin. 

Falls—‘Newer Aspects of the Diagnosis and Treatment of 
Liver Diseases,” Dr. Richard D. Haines, internist at Scott 
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and White Clinic, Temple, and “Place of Hypnosis in Anes- 
thesia,” Dr. Andrew N. Heinrichs, anesthetist of Fort Worth. 

East Harris Branch of Harris—“Medicare,” Dr. Roy T. 
Lester, Dallas. 

Hill—‘“‘Ideas in Diagnosis,” Drs. William C. Tatum, 
Charles Robinson, and Robert S. Mallard, all of Fort Worth, 
a film, “Precancerous Conditions.” 

McLennan—‘ Pediatric Surgery,” Dr. Roy H. Baskin, and 
“Segmental Ulcerative Colitis,” Drs. Walter B. King, M. W. 
Colgin, and W. Hanson Granger, all of Waco. 

Potter—‘Disability Insurance in General,” Reed Giese of 
Austin, who is a representative of the Charles O. Finley and 
Company, administrator of the Texas Medical Association’s 
disability insurance program. 

San Patricio-Aransas-Refugio—Pharmacists in the area were 
invited to hear Dr. Hardy A. Kemp, professor of public 
health at Baylor University College of Medicine, Houston, 
speak on “Asiatic Flu.” 

Tom Green-Coke-Crockett-Concho-Irion-Sterling-Sutton- 
Schleicher—Dr. John S. Chapman, assistant dean and pro- 
fessor of medicine at Southwestern Medical School in Dallas, 
presented information concerning investigation of eosino- 
philia in the peripheral blood and in the peritoneal exudate 
following intraperitoneal administration of blood in animals. 
“The Private Practice of Medicine, Can It Survive?” by C. 
Lincoln Williston, Austin, Executive Secretary of the Texas 
Medical Association, and “Serving the Doctors of Texas,” 
Donald Anderson, Assistant Executive Secretary of the Texas 
Medical Association. 


Officers Elected for County Societies 


The following new officers have been elected by the 
counties medical societies: 

Bastrop-Lee—President, Dr. S. W. Mantzel; vice-president, 
Dr. Robert B. Burns; secretary, Dr. A. R. Hazzard, all of Gid- 
dings; delegate, Dr. Sterling M. Hardt, Bastrop. 

Bee-Live Oak-McMullen—President, Dr. Elmo W. Muecke, 
Three Rivers; secretary-treasurer, Dr. George W. Sansom, 
George West. 

Brooks-Duval-Jim W ells—President, Dr. William H. New- 
kirk; vice-president, Dr. Riley N. Riddle; secretary-treasurer, 
Dr. Richard O. Albert; delegates, Dr. Albert M. Allison, all 
of Alice. 

Cameron-W illacy—President Dr. Pierre P. Poole, Browns- 
ville; vice-president, Dr. Hesiquio Rodriguez, Harlingen; sec- 
retary-treasurer, Dr. Leland M. Salinger, Brownsville; dele- 
gates, Dr. Philip A. Bleakney, Harlingen; Dr. Lee Works, 
Brownsville. 

El Paso—President, Dr. Gerald H. Jordan; president-elect, 
Dr. Branch Craige; vice-president, Dr. Delphin von Briesen; 
secretary, Dr. Donald H. Ewalt; treasurer, Dr. Bradford 
Hardie; delegates, Dr. M. D. Thomas, Dr. R. L. Deter, Dr. 
R. S. Clayton, all of El Paso. 

Grayson—President, Dr. John D. Gleckler, Denison; vice- 
president, Dr. John M. Hardy, Sherman; secretary-treasurer, 
Dr. Arthur M. Boyd, Sherman; delegate, Dr. Rene G. Gerard, 
Denison. 

Grimes—President, Dr. E. T. Ketchum; vice-president, Dr. 
Hardy E. Thompson; secretary-treasurer, Dr. Homer L. Stew- 
art; delegates, Dr. Solon D. Coleman, Dr. W. S. Conkling, 
all of Navasota. 

Harrison—President, Dr. George E. Bennett; vice-presi- 
dent, Dr. Samuel W. Tenney; secretary-treasurer, Dr. Edgar 
H. Allen, Jr.; delegate, Dr. Richard G. Granbery, all of 
Marshall. 

Hill—President, Richard N. Beskow; vice-president, Dr. 
Silas W. Grant; secretary-treasurer, Dr. Charles A. Garrett; 
delegate, Dr. Dick K. Cason, all of Hillsboro. 

Hopkins-Franklin—President, Dr. Earl H. Stirling; vice- 
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president, Dr. Ray Hanna; secretary-treasurer, Dr. Sam Swin- 
dell, all of Sulphur Springs. 

Kaufman—President, Dr. Louis W. Conradt; vice-presi- 
dent, Dr. Early D. Lane; secretary, Dr. Manuel J. Otero; dele- 
gate, Dr. G. H. Alexander, all of Terrell. 

McLennan—President, Dr. M. C. Carlisle; vice-president, 
Dr. W. . Woolsey; secretary, Dr. Milton Spark; delegate, Dr. 
Howard Dudgeon, all of Waco. 

Nueces—President, Dr. Harold E. Griffin, Corpus Christi; 
president-elect, Dr. Paul M. Gray, Corpus Christi; vice-presi- 
dent, Dr. Belo Stone, Robstown; secretary, Dr. Dan T. Clark, 
Corpus Christi; treasurer, Dr. Stephen H. Ware, Corpus 
Christi; delegates, Dr. James R. Riley, Dr. R. Gayle Spann, 
Dr. Fred W. Hartwick, all of Corpus Christi. 

Potter—President, Dr. Capres S. Hatchett; president-elect, 
Dr. Ernestine Smith; vice-president, Dr. J. Victor Ellis; sec- 
retary-treasurer, Dr. Holley W. Reed; delegates, Dr. E. A. 
Rowley, Dr. William Klingensmith, all of Amarillo. 

Tarrant—President-elect, Dr. Robert D. Moreton; vice- 
president, Dr. John J. Andujar; secretary-treasurer, Dr. Emory 


Davenport, all of Fort Worth. Dr. William E. Flood is 
president. 


American 


Medical Association 
Se a a Ee 


Hawaiian Tour Planned 
To Follow AMA Meeting 


Physicians are invited to take a trip to the Hawaiian 
Islands which the Illinois State Medical Society is sponsor- 
ing in connection with the annual meeting of the American 
Medical Association in San Francisco, June 24-27. The party 
will leave by air from San Francisco the night of June 26 
and arrive in Honolulu the next day. 

Travelers will stay at the Royal Hawaiian Hotel and will 
visit the Punchbowl Crater, national cemetery of the Pacific, 
Mount Tantalus, Pearl Harbor, Hickam Field, Queen’s Surf, 
and other Hawaiian Islands. Several days will be left open 
for visitors to do other sightseeing. 

There will be a Hawaiian Summer Medical Conference in 
Honolulu, July 1-3, for physicians who wish to learn more 
about medicine in Hawaii. The tour will leave Honolulu, 
July 5. Participants may return by air or by a boat, which 
will arrive in Los Angeles on July 10. The trip can be 
made for $533. A descriptive brochure may be obtained 
by writing to W. M. Moloney, vice-president of the Harvey 


T. Mason Travel Company, Inc., Professional Building, 
Skokie, Ill. 


Aid Offered in Battling Form 1040 


For answers to tax problems, the American Medical Asso- 
ciation’s Law Department has published a new booklet, “The 
Federal Income Tax Guide for Physicians.” 

It has been compiled from court decisions as well as 
tulings, regulations, and publications of the Internal Rev- 
enue Service. It is designed to give physicians a better un- 
derstanding of their rights and obligations under federal 
income tax laws. The Law Department, however, advises 
not to substitute the booklet for the services of a personal 
tax adviser. For a copy of the booklet, physicians may write 
the American Medical Association’s Law: Department, 535 
North Dearborn, Chicago 10. The, text also will appear 
soon in the Journal of the American Medical Association. 
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Preparation for Tomorrow 


There is a great deal of satisfaction in encouraging a 
young person who has a dream of what he or she wants 
to become, but who needs a little help in taking the first 
steps toward achieving the far-off goal. 

That kind of satisfaction will be experienced in full meas- 
ure by members of the Woman’s Auxiliary to the Texas 
Medical Association who have had a hand in the Auxiliary’s 
recruitment program when more than 1,000 future nurses 
and their sponsors get together in Fort Worth March 7-8 
for the fourth annual convention of the Texas Association 
of Future Nurses. 


The Auxiliary does not sponsor this program alone, but 


works hand in hand with the Texas Graduate Nurses Asso- 
ciation and the Texas League for Nursing. 


Future Nurses from Austin high schools check with the 
President of the Woman’s Auxiliary to the Texas Medical 
Association, Mrs. H. S. Renshaw, Fort Worth (Center), 
about helping with refreshments and other services for 
visitors. 


These future nurses who will come from all over the 
state to attend the convention are members of 204 Future 
Nurses Clubs, with the number of clubs increasing every 
year. 

Mrs. Tom B. Bond of Fort Worth, co-chairman of the 
Auxiliary’s Recruitment Committee, has announced the fol- 
lowing program for the convention: 


FRIDAY, MARCH 7, HOTEL TEXAS 


Registration. 50 cents per person. 
8-10 p.m. Snack Supper, Entertainment. Complimentary. 
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SATURDAY, MARCH 8, HOTEL TEXAS 
8 a.m. Business Meeting. 
11:45 a.m. Luncheon. $1.80 per person. 
12:45 p.m. Magician Show. 
2:40-3 p.m. Installation of Officers and Selection of 1959 
Convention Site. 


To keep the cost of attending the convention to a mini- 
mum, provisions have been made for girls to stay in dormi- 
tory type rooms (3 girls per room) at Hotel Texas. The 
cost per girl will be $3. 

As for future nurses clubs locally, doctors are missing a 
bet if they do not call on members of these clubs to help 
as junior hostesses at medical meetings, health forums, and 
other functions. 

Representatives of Austin high school clubs did a beauti- 
ful job of helping at the seventh annual Conference of 
County Medical Society Officials held in Austin in January. 
They kept the coffee table supplied, checked coats, ran er- 
rands, and in a dozen different ways made themselves useful. 
And in their pert, striped future nurses uniforms they looked 
as pretty as they were helpful. 

Besides, think what a lift it gives these high school girls, 
planning on being nurses, to take part in a medical ‘gather- 
ing and have a chance to meet the very men beside whom 
they may some day—not too far in the future—be working 
in hospitals, as private duty nurses, or as doctors’ assistants. 

That is one way physicians can help the Auxiliary en- 
courage future nurses. 


—RMRsS. FREDERICK C. LOWRY, Austin. 


R. B. KIRKPATRICK 


Dr. Ronal Byron Kirkpatrick, Abilene, died December 2, 
1957. 

Born January 18, 1881, in Illinois, Dr. Kirkpatrick was 
the son of Phillip Preston and Sophronia (Martin) Kirk- 
patrick. He received his preliminary education in Metropo- 
lis, Ill., and was graduated from Kentucky Western School, 
Lone Oak, Ky., and in 1914 from the University of Louis- 
ville School of Medicine, Louisville, Ky. He served his in- 
ternship at the Louisville City Hospital. He attended post- 
graduate courses in Louisville and others sponsored by the 
University of Texas at Galveston, Houston, Dallas, and Fort 
Worth. He practiced in Paducah, Ky., and Edinburg before 
going in 1940 to Abilene, where he was in active practice 
until his death giving special attention to diseases of women 
and children. 

Dr. Kirkpatrick was a member of the American Medical 
Association, Texas Medical Association, Taylor-Jones Coun- 
ties Medical Society, and the staffs of the Hendrick Me- 
morial and St. Ann Hospitals in Abilene. He previously 
was staff physician and instructor of nurses at Riverside 
Hospital, Paducah, Ky., and instructor in anatomy at the 
University of Louisville. He was an examiner for approxi- 


An obituary ordinarily will not be published more than 
four months after date of death. Cooperation in reporting 
deaths of physicians and in furnishing appropriate biograpb- 
ical material promptly is solicited. 
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R. B. KIRKPATRICK 


mately 15 legal reserve old line insurance companies and 
for the United States Veterans Administration in Edinburg. 

He is survived by his wife, the former Miss Della Mae 
Van Matre of Edinburg, whom he married August 30, 1931, 
in San Benito; three children, Mrs. Della Louise McClendon, 
Miss Addie Mae Kirkpatrick, and Ronal Byron Kirkpatrick, 
Jr., all of Abilene; and a brother, Phillip Cecil Kirkpatrick, 
Paducah, Ky. 


C. B. COLLINS 


Dr. Clarence B. Collins, Corpus Christi, died September 
25, 1957, in a Houston hospital. 

Born January 5, 1896, in Clay City, Ind., Dr. Collins was 
a graduate of Indianapolis College of Pharmacy in 1919 and 
of Indiana University School of Medicine in 1931. He did 
special work in ophthalmology at Johns Hopkins Hospital, 
Baltimore, in 1935. He practiced in Corpus Christi from 
1931 to 1934 and then in Indianapolis for 6 years before 
returning to Corpus Christi to continue practice until his re- 
tirement in 1948. He specialized in ophthalmology. 

Dr. Collins was an honorary member of the Texas Medical 
Association and the Nueces County Medical Society and a 
member of the American Medical Association and Phi Chi 
medical fraternity. He also was a Mason and belonged to 
the Lutheran Church. 

Survivors include his wife, Mrs. Belle Collins, and his 
mother, Mrs. Amy Collins, both of Corpus Christi. 


WILLIAM I. ARLEDGE 


Dr. William I. Arledge, San Angelo, died October 29, 
1957, of chronic glomerulonephritis with uremia in a local 
hospital. 

He was born November 29, 1873, in Paulding, Miss., 
and was the son of William Harrison Arledge and Cordelia 
Ann (Murphy) Arledge. After attending public schools in 
Paulding and the University of Louisville Schools of Medi- 
cine, Louisville, Ky., Dr. Arledge was graduated from the 
University of Tennessee Medical College in 1897. He prac- 
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WILLIAM |. ARLEDGE 


ticed in Paulding, Perkinston, and Poplarville, Miss., until 
1924 at which time he moved to Hillsboro, where he prac- 
ticed until 1955. During his stay in Poplarville, Dr. Ar- 
ledge was county health officer for Pearl River County 
from 1915 to 1918. He had made his home in San Angelo 
for the past year. 

He was an honorary member of the Texas Medical Asso- 
ciation and American Medical Asosciation through the Hill 
County Medical Society. He was a member of the Business 
Men’s Bible Class of the First Baptist Church of Hillsboro 
and Lions Club. He received a silver certificate from the 
University of Tennessee in 1949 for 50 years of Medical 
practice. 

His wife, the former Miss Fannie Elizabeth Beard, died 
in 1952. Survivors include three children, Mrs. Wilma 
Clark, Whitfield, Miss., William Isaac Arledge, D.D.S., 
and Dr. Robert Murphy Arledge, both of San Angelo; a 
brother, H. J. Arledge, Sr., D.D.S., Polarville, Miss.; and 
six sisters, Mrs. S. F. Thigpen, Sr. of Bay Spring, Miss., 
and Mrs. Henry F. Jones, Mrs. D. D. Todd, Mrs. Maude 
Jones, Miss Lorena Arledge, and Mrs. Irene Burkett, all of 
Hattiesburg, Miss. 


FRANK R. RUGELEY 


Dr. Frank Rogert Rugeley, Wharton, died December 21, 
1957, of a coronary occlusion. 

Dr. Rugeley was born June 25, 1908, in Matagorda, the 
son of Mary Dudley (Greer) and Chester Hamlin Rugeley. 
He attended Wichita Falls High School and was graduated 
from the University of Texas, Austin, and in 1933 from the 
University of Texas Medical Branch in Galveston. He in- 
terned at John Sealy Hospital, Galveston. Dr. Rugeley 
began practice in Wharton in 1934, several years later to 
be joined by his brother-in-law, Dr. F. J. L. Blasingame, 
at which time the doctors established the Rugeley and 
Blasingame Hospital and Clinic in Wharton. He served 
in the medical corps of the National Guard during World 
War II. Dr. Rugeley gave special attention to the study of 
allergy and diseases of the heart. 

He was a member of the Texas Medical Association, 
Wharton-Jackson-Matagorda-Fort Bend Counties Medical So- 
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ciety, American Medical Association, American College ot 
Allergy, and Academy of General Practice. He also be- 
longed to Phi Chi medical fraternity, Chamber of Com- 
merce, and the Episcopal Church. He originated the idea 
of a general hospital and research center in Wharton which 


-has developed into the plans for the Gulf Coast Medical 


Foundation. Although his plans have not yet been carried 
out, a memorial fund has been established that will result 
in the Frank Robert Rugeley Laboratory Memorial in the 
new medical center when it is built. 


FRANK R. RUGELEY 


During 1940, Dr. Rugeley served as team doctor for the 
Wharton High School Tigers. He was interested in garden- 
ing, farming, and cattle raising, and he enjoyed supervising 
his farm property during the last few years when his health 
did not permit active practice of medicine. 

Dr. Rugeley and his wife, the former Miss Theresa 
Matocha, were married June 20, 1949, after the death of a 
first wife, the former Miss Lola Louise Williams. Mrs. 
Theresa Rugeley survives, as do six children, Mrs. Frances 
Herbst, Galveston; Mrs. Betty Hale, Austin; Frank Robert 
Rugeley, Jr., stationed in France with the United States Air 
Corps; Dudley Rugeley, Charles Rugeley, and Terry Ruge- 
ley, all of Wharton; two sisters, Mrs. F. J. L. Blasingame, 
Chicago, and Mrs. Ed Price, Austin, and a brother, C. H. 
Rugeley, Wharton. 


MILDRED V. HANNA 


Dr. Mildred Voleta Hanna, Glen Rose, died October 17, 
1957, from an acute adrenal crisis. 

She was born August 22, 1900, at Desdemona, and was 
the daughter of Dr. and Mrs. John James Hanna. She re- 
ceived her preliminary education in Amarillo and Quanah, 
and was graduated from Hardin-Simmons University, Abi- 
lene, and in 1927 from Baylor University College of Med- 
icine, Dallas. She served her internship at Parkland Hos- 
pital in Dallas. She practiced in Crowell for several months 
before establishing a practice in 1929 in Quanah. She went 
to Glen Rose in 1941 to operate the Hanna and Hanna 
Hospital and Clinic with her father. In recent years ill 
health had prevented her being active. 
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Dr. Hanna was a member of the Texas Medical Associa- 
tion, being elected an honorary member in 1952, American 
Medical Association, and Johnson County Medical Society. 
At one time she was secretary of the Hardeman-Cottle- 
Foard-Motley Counties Medical Society. She was a member 
of the Baptist Church. 

She is survived by her mother, Mrs. J. J. Hanna, Glen 
Rose; two sisters, Mrs. Roy Dodge, Pasadena, and Mrs. N. 
D. Calloway, San Antonio; and two brothers, John James 
Hanna, Jr., Quanah, and Dr. Ray Hanna, Sulphur Springs. 


CHARLES J. WAGNER 


Dr. Charles John Wagner, Lubbock, died November 15, 
1957, of coronary occlusion. 

He was born November 28, 1878, in Belle Center, Ohio, 
and was the son of Frederick and Johanna (Cabhart) Wag- 
ner. He received his preliminary education at Monmouth, 
Ill., and attended Ohio State University. He was graduated 
from Monmouth College, Monmouth, from which he received 
an honorary doctor of science degree in 1938, and the Uni- 
versity of Illinois College of Medicine in 1912. Dr. Wagner 
served his internship at the Augustana Hospital in Chicago. 
He began practice in Lubbock in 1913, as a surgeon at Over- 
ton Sanitarium, and in 1922, he became surgeon-in-chief of 
the West Texas Hospital, which was built primarily for Dr. 
Wagner, and chief of the hospital association. He was elected 
emeritus chief of staff in 1948. During World War II, he 
served as member of the advisory board to Selective Service, 
for which he received a citation from President Roosevelt. 


In 1934 Dr. Wagner took part in a scientific expedition 
into a sparsely settled area of Mexico, south of Bacatete Moun- 
tains, to study the Yaqui Indians, under the joint sponsorship 
of Texas Technological College and Harvard University, 
Boston. The expedition resulted in the first anthropological 
examinations of this tribe. Dr. Wagner performed several 
operations on the Indians under primitive conditions. He 
took part in a number of other exploratory expeditions and 
also had toured Europe in 1925 with a group of physicians 
and surgeons to observe medical facilities and practices. 

Dr. Wagner was a member of the Texas Medical Associa- 
tion almost continuously since 1915 through Lubbock-Crosby 


CHARLES J. WAGNER 


Counties Medical Society, and was elected to honorary mem- 
bership in 1950. He also belonged to the American Medical 
Association and Alpha Omega Alpha honorary medical fra- 
ternity. He was a past president of Lubbock Rotary Club 
and former president of West Texas Museum Association. 
He served for many years on the Board of Elders of the First 
Presbyterian Church, of which he was a member and one of 
the founders, served on the board of the Lubbock Symphony, 
and was an active supporter of the Lubbock Chamber of 
Commerce. A park in Lubbock, Wagner Park, was named 
for Dr. Wagner. 

Dr. Wagner and Miss Alice Janette Tinker were married 
December 25, 1912, in Monmouth, Ill. She survives, as do 
two children, Mrs. M. M. Laing, Amarillo, and Mrs. R. A. 
Willey, Pleasantville, N. Y. 


DR. S. T. LOWRY 


Dr. Stanley Todd Lowry, San Antonio, died October 7, 
1957, of carcinoma of the ureter. 

Dr. Lowry, who was born April 15, 1876, in Owensboro, 
Ky., was the son of Stanley Todd and Mary (Boone) Lowry. 
He received his preliminary education in San Antonio and 
was graduated from the University of Texas and in 1903, 
from the University of Maryland School of Medicine and 
College of Physicians and Surgeons, Baltimore. He served 
his internship at the Maryland Maternity Hospital, Balti- 
more. He practiced at the Montana Mental Hospital for a 


DR. S. T. LOWRY 


year before moving to San Antonio where he had been for 
more than 50 years specializing in diseases of the stomach 
for many years. He did postgraduate work in this field at 
Johns Hopkins University, Baltimore. Dr. Lowry served as 
captain in the Army Medical Corps during World War I. 

He was a member of the Bexar County Medical Society, 
American Medical Association, and Texas Medical Associa- 
tion, in which he was elected an honorary member in 1951. 
He also belonged to Sigma Chi medical fraternity and the 
Catholic Church. 


Dr. Lowry is survived by his wife, the former Miss 
Thomasine Irvin, whom he married on February 15, 1904, 
in San Antonio. 
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